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Introduction 
Introduction to the portfolio
This portfolio contains work submitted for the Practitioner Doctorate in 
Psychotherapeutic and Counselling Psychology. The work demonstrates the academic, 
therapeutic practice and research aspects of the degree. The introduction of this portfolio 
aims to put this work in context firstly by briefly looking at experiences prior to my 
training as a counselling psychologist and how they contributed to my choice to become a 
therapist. Secondly it is aimed to explain how the different pieces of work in this 
portfolio are related.
As will become clear when reading my final clinical paper, an important contribution to 
my choice to become a counselling psychologist was my experience of living in five 
different countries in Europe and the United States. The years I spent in these different 
environments opened my eyes to different value systems, traditions and social norms. 
Learning about this by way of being a member of these societies for a period of time 
made me appreciate how one does not have to travel very far for culture to be very 
different. I found this fascinating, and it was during this time that my interest in people 
and how they see the world developed. It was therefore natural to me to choose to study 
psychology at university. Whilst I very much enjoyed my degree and I feel that it gave 
me a good scientific grounding, I felt that there were still many things that I wanted to 
learn about that were not addressed during my undergraduate degree. It felt like I studied 
behaviour in all its possible forms but left out what really makes us human, that is to say 
our emotions and attachments. I did not realise this at the time but these are ingredients 
which are important for the therapeutic relationship (Hardy, Cahill & Barkham, 2007). I 
felt that this was better addressed by studying counselling psychology and I therefore 
chose this degree to pursue my studies. However, it has not only been academic studies 
but personal experience of a number of settings such as volunteering to work in a hospice, 
a homeless shelter and with immigrant children that have contributed to the formation of 
my professional identity. What these situations have taught me is that it is very important 
to understand how the individual views his/her own world in order to communicate with
Introduction
him/her (Burr, 2003). This is something which I feel is important in my work as a 
counselling psychologist, and something which I feel I need to work on in order to find a 
way to improving the client’s presenting problem. Having viewed the background to my 
choice to become a counselling psychologist it is now time to introduce the work in this 
portfolio and view how they are connected. Firstly, the papers in the academic dossier 
will be examined. These pieces of work detail some of the theoretical learning during my 
training. They represent issues that I have found particularly interesting. The three 
papers concern the Kiibler-Ross (1969) model of death and dying, post-traumatic stress 
disorder (PTSD) fi-om a cognitive-behavioural perspective and lastly the roles of 
cognitions, emotions and behaviour in cognitive behavioural therapy (CBT). I believe 
that these three papers show a shift in my development as a practitioner. The paper on the 
Kiibler-Ross model as well as the paper on PTSD were written in the early stages of my 
training. I believe that at this stage I was focused on doing things by the book and 
“getting things right”, something which I believe is mirrored in the choice of these two 
theoretical topics. In contrast, the paper on the role of cognitions, emotions and 
behaviour in CBT which I wrote later on in my training provides a more critical view of 
the topic in questions and gives more scope for my personal idea of working with CBT. 
This illustrates how I have developed my own identity more and how I have come to trust 
my own ideas and interpretations of theory. There is also a difference between the paper 
on PTSD from a cognitive-behavioural perspective and the paper on the role of 
cognitions, emotions and behaviour in CBT. I had an interest in CBT since my 
undergraduate degree, and therefore chose to focus on CBT in a piece of written work in 
my first year, although I had veiy little practical experience of this type of therapy in my 
work with clients. There is therefore a significant shift when one considers my paper on 
the role of cognitions, emotions and behaviour in CBT which was written after I had had 
a lengthy experience of working therapeutically with CBT which is shown in my use of 
practical examples and my own experience of the different techniques.
After examining the links between the papers in the academic dossier it is turn to consider 
the therapeutic dossier in the same way. The reader will firstly encounter descriptions of
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the three different placements that I have undertaken during my training. After this there 
is my final clinical paper. My final clinical paper describes my development as a 
practitioner and how I see my identity as a counselling psychologist. It is outlined how 
each year of my training has added knowledge that I feel is very valuable and how I have 
managed to form my own style of practice learning from three therapeutic traditions.
From discovering the importance of transference and becoming able to use this to 
increase my understanding of clients (Lemma, 2003) to the learning of CBT and 
becoming able to treat clients’ problems by working with their cognitions (Beck, 1979), 
this has been a long journey. The descriptions of my placements will therefore allow the 
reader to achieve more insight into the background of my influences and the therapeutic 
environments that I have experienced. All three placements were undertaken in the 
National Health Service (NHS), in either primary or tertiaiy care settings. However, all 
three placements were very different in nature and this will be made clear in the 
therapeutic practice dossier.
Having viewed the outline of the therapeutic practice dossier the contents of the research 
dossier will now be examined. This section is comprised of a literature review entitled 
“The effect of workplace bullying on self-esteem”, a qualitative research study entitled 
“An exploration of workplace bullying targets’ perceptions of bystanders: An 
interpretative phenomenological analysis” and lastly a quantitative research study entitled 
“An investigation of the nature of positive/negative professional relationships as viewed 
by workplace bullying targets”. These three papers all focus on the topic of workplace 
bullying. They use different techniques to investigate this topic in order to obtain a 
multitude of information, as this has been recommended in order to achieve robust data 
about the topic (Heiman, 1998). The literature review examined a collection of recent 
and early papers on workplace bullying. This review constituted a background to the 
following two studies on the topic. In the literature review there was also an examination 
of the concept of self-esteem. A number of different models of self-esteem were viewed. 
The Rosenberg self-esteem scale (Rosenberg, 1965) was criticised on the basis of having 
a unitary view of self-esteem and evidence of multi-dimensional self-esteem was put
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forward. In the paper there was also an investigation into different examples of 
workplace bullying behaviour. It was postulated that different bullying behaviours affect 
different types of self-esteem. When reviewing the literature on workplace bullying it 
became evident that numerous studies had been conducted with the aim of identifying 
what expressions workplace bullying takes. Equally there had been a multitude of studies 
researching either targets of bullying or bullies. What seemed to be missing from the 
research was knowledge about bystanders, who are individuals that are often present in 
the workplace bullying situation. Therefore I decided to dedicate my second year 
research project to this topic, namely targets’ perception of bystanders. This study uses 
interpretative phenomenological analysis (IPA) (Smith, 2004) to investigate targets’ 
accounts of their experiences and refers to the studies on bystanding behaviour presented 
by Darley and Latané (1968). It was found that targets found that bystanding behaviour 
could sometimes be equated to bullying behaviour and that they even felt that supportive 
behaviour could be construed as a way of placating them rather than an effort to improve 
their situation.
During my research it occurred to me that much of the studies in the field of workplace 
bullying had been undertaken using qualitative studies. I therefore felt compelled to see 
if I could use a quantitative method as this may result in information not possible to gain 
using qualitative techniques. The challenge was to find a quantitative technique that 
would still respect participants’ own subjective opinions. After much searching I found 
what I was looking for in the repertory grid technique (Jankowicz, 2004). I chose to 
investigate the nature of positive and negative relationships in the workplace bullying 
situation as it seemed to me that previous studies tended to focus only on negative 
behaviour in bullying situations. Whilst this is important, I felt that this area had been 
nearly exhausted. Furthermore I am aware that there is a considerable difficulty in 
rehabilitating bullying targets as well as their colleagues after the occurrence of 
workplace bullying. Therefore I felt it was appropriate to aim my research at gaining 
understanding what behaviour targets felt were supportive and useful. By knowing this it 
will be possible to design better interventions to combat workplace bullying.
Introduction
Having demonstrated how the different pieces in this portfolio are related it is now time 
to conclude. In this introduction I have firstly aimed to provide some background to my 
choice to become a counselling psychologist. I brought up some of my life experiences 
that contributed to my developing an interest in psychology of the human mind such as 
travelling and volunteering. Secondly I explained the background between the various 
academic, therapeutic practice and research pieces. All this input has been aimed to chart 
my progress in my training as writing each paper have prompted me to take a step 
forward in my development.
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Academic dossier - Introduction
Introduction to the academic dossier
The academic dossier contains three essays. The first essay, which is a lifespan 
development essay, examines the properties of the Kiibler-Ross (1969) model of death 
and dying, as well as how it can be implemented in counselling psychology. The second 
essay concerns psychopathology and looks into the nature of post-traumatic stress 
disorder (PTSD). The use of cognitive-behavioural therapy (CBT) when treating PTSD is 
also considered. Finally, the third essay concerns an investigation into CBT. More 
specifically, the role of cognitions, emotions and behaviour in CBT are examined.
Academic dossier -  Lifespan development essay
Critically evaluate Kiibler-Ross (1969) stage model of the dying process and
assess its value to counselling psychologists when working with people with
terminal conditions.
Death. This word provokes uneasy feelings in most of us. In a society that cherishes 
youth death has become a taboo. People avoid talking about death (Caldwell, McGee 
& Pryor, 1998) and dying people are out of sight, confined to hospital. In research this 
tendency is also noticeable, as it seems that even researchers are gripped by the 
reluctance to talk about death. The notable exception to this is Elisabeth Kübler-Ross. 
This essay is dedicated to her model of stages of dying. The model is conceived as 
five stages that are worked through as a person is told that he/she is going to die.
These stages are denial, anger, bargaining, depression and acceptance. Kübler-Ross 
formulated this model after working with dying patients in the United States in the 
1960s. This essay will begin by looking in detail at each stage of the model, followed 
by the critique of this model. After this there will be a section about the model’s 
usefulness in the field of counselling psychology.
The first stage in the Kübler-Ross model is denial. When being informed about the 
grim fact, the dying person refuses to believe what he has been told. It is such a shock 
to leam that life is about to end that it cannot be tolerated. Therefore denial is more 
likely to happen if the person is informed in an insensitive way. Furthermore denial is 
encouraged in our modem society where death is no longer seen as natural but as a 
failure of technology to revive someone (Germino, 2003).
In denial the thought of one’s own death is simply not integrated into awareness as it 
is too painful (Ferrari, 2002). This is because denial is a coping mechanism. Denial 
provides a buffer to intolerable pain created by hearing such ghastly news. It gives the 
person some space to assemble other types of defences (Kübler-Ross, 1969). Thus 
denial has an important purpose; helping the person function instead of breaking down 
instantly. At the same time it cannot be said that denial is a coping mechanism as 
such. It helps the person cope in the sense that he can continue to function normally 
for a while. But he is simply shutting the knowledge out; there is no dealing with the 
conscious awareness of dying.
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It is very rare for denial to last until the end (Kübler-Ross, 1969). Denial is only 
temporal and is replaced by partial acceptance after a period of time, unless there is a 
pathological reaction. Although it might seem illogical, denial is discontinuous. It is 
possible for a person to come out of denial to face the fact of death but then return 
back to denying this. This discontinuity illustrates how denial allows a person to face 
their impending death in manageable chunks. Even after frilly accepting death a 
person might have moments of denial. In this instance denial is used as a “time-out” 
when the thought of death is too much to bear. Denial can even be used to protect 
other persons who cannot accept the death of their loved one. In this case the one who 
is dying may talk about future events such as what they are going to do with their 
loved one after they are discharged fi’om hospital. The patient is acting in denial in 
order to spare the other person of the pain. By qualifying denial as discontinuous, 
Kübler-Ross contradicts herself as the model in question is a stage model, supposing 
that each stage is not returned to once completed. Kübler-Ross does not specify if this 
discontinuity applies to any of the other stages.
The second stage in the model is the Anger stage. The person feels a sense of outrage 
at not being able to do all the things they had planned or that they might have to 
endure a lot of pain. This anger is projected everywhere, the patient feels angry with 
everyone and everything. The anger is more severe if  the person is not able to 
develop effective coping strategies (Hacki, Somlai, Kelley & Kalichman, 1997). 
Therefore it can be quite difficult for family and staff to deal with the person during 
this time. The kind of emotion that Kübler-Ross discusses is openly expressed. She 
does not consider that the anger might be repressed, something which is not unusual 
(Jackson, 1977).
The third stage is bargaining. When the person has worked through his feelings of 
anger he will enter a phase of trying to do whatever possible to extend his life further, 
although research has shown that the level of bargaining is related to the person’s age 
where younger people tend to engage more in this behaviour than older people (Wu, 
1991). The person is aware that he is going to die, but he tries to fight. Of course.
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fighting against the inevitable death means that the person still has not achieved death 
acceptance and that there is a lot more work to do before the final stage is reached.
In Kiibler-Ross’s model there are two types of bargaining. In the first case the person 
tries to bargain for living a bit longer. E.g. “If I promise to do this, can I have a few 
days more?” When it becomes clear that no further extensions are possible the 
person will bargain for less pain or discomfort. Most bargains are made with God 
(Kiibler-Ross, 1969) but they can also be made with the treating doctor. It seems that 
this very religious aspect of the model is highly linked to the environment where 
Kiibler-Ross carried out the interviews on which the model is based. The interviews 
took place in the United States in the 1960’s, a time and place where religion was a 
very big part in a person’s life (Hoge, Hoge & Wittenberg, 1987). This is likely to 
have shaped the model. In this way it could be argued that the model is not applicable 
in the Europe of 2005 where religion does not have such a prominent role.
What is special about this stage is that it is private. Bargaining -  especially bargaining 
with God -  is something that is kept to oneself and not shared with others. Therefore 
this stage is not evident to people surrounding the dying person but yet it is a 
significant time to this person as they are doing what they feel is the only thing they 
can in order to extend their life. When the person realises that bargaining will not 
postpone their death he enters the fourth stage in the model; depression. This is 
something which needs to be taken seriously as terminally ill patients suffering fi*om 
depression tend to die sooner (Meyer, Sinnott & Seed, 2003), although the will to live 
in terminally ill patients fluctuates (Chochinov, Tataryn, Clinch & Dudgeon, 1999). 
Depression comes about by realising that that there is nothing that can be done. This 
is the first time during the process when the person appears to have insight that death 
is inevitable. According to Kiibler-Ross there are two types of depression. One of 
them is reactive depression which is a response to the changing circumstances (E.g. 
disability caused by the illness or no longer being able to live at home.) Research has 
shown that psychological distress is related to the number of concerns expressed by a 
patient, e.g. disability (Heaven & Maguire, 1998). The second type of depression is 
preparatory depression, which is depression over what is to come. Although the 
symptoms of both types of depression may appear similar (loss of interest in activities, 
withdrawal etc.) they are quite different and should be treated as such.
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Care has to be taken Avhen diagnosing depression in terminally ill clients. Not all of 
those who are dying are depressed (MacReady, 2000). What appears as a symptom of 
depression might be a practical response to the situation. For instance, a person who 
wants to die might have the desire to escape from pain rather than being suicidal from 
depression.
Once depression is overcome the person enters the final stage of acceptance. Klug 
and Sinha (1987) have defined death acceptance as having two elements, awareness of 
the fact that one is going to die and positive or neutral feelings of this knowledge. 
Having reached this stage means that the person has expressed the feelings provoked 
by the realisation that he is going to die. During this stage the person is almost void of 
feelings and looses interest in the outside world. As the person does not seek 
interaction with others his/her family may feel rejected. This stage may therefore be 
more difficult for the family than for the patient. There may be a clash between the 
family’s willingness to keep fighting for the person’s life and the person’s willingness 
to let go. This can lead to a painful death for the patient and a frustrating time for the 
family.
When studying the Kübler-Ross model it seems that all clients are bound to accept 
death. This is not true (Hinton, 1999). Acceptance is linked to other factors such as 
relatives’ acceptance of death (Hinton, 1999) and even to identity in the sense that 
people who have a sense of self that extends to others tend to have greater acceptance 
of death (Lavoie & de Vries, 2003). To further criticize this stage it can be added that 
acceptance of death is strongly related to religiosity (Hui-Mei & Huang Lin, 2003). 
This again confirms the idea that the Kübler-Ross model is reliant upon a society 
where religion plays a strong part.
Although the Kübler-Ross model has been at the forefront in its field it has not been 
without criticism. Most of the criticism has been aimed at the conceptualisation of the 
model in form of stages. Stage models are distinct in that they have a set number of 
stages, each stage is clearly separate from the other stages and all stages have to be 
undertaken in order. In today’s research stage models are often abandoned in favour 
of other types of models. In the case of the Kübler-Ross model it is believed that there
12
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need not be a uni-directional movement through progressive stages (Shneidman, 
1973). Nor is it certain that every person will go through the stages in the same order 
(Doka, 1995) or that there is such a distinct shift between different stages 
(Kastenbaum, 1986). As each stage depicts an issue of considerable importance it is 
likely that these issues take a very long time to work through and it seems plausible 
that processing of these might in fact overlap, instead of being entirely separate. 
Kiibler-Ross does not leave much room for individual differences. She does not take 
into account that individuals may be affected by certain stages to a different degree. 
For example it has been shown that men are more likely than women to go into denial 
when faced with terminal illness (Ketterer et al., 2004). These criticisms have serious 
implications as the Kiibler-Ross model is built upon the rigidity of the stages, and
hence putting the validity of the model in doubt.
/
Having considered the Kiibler-Ross model in detail it is time to look at its’ value for 
counselling psychologists when working with the terminally ill. This model is the 
fundamental one in its field. Furthermore, there are not many alternative models 
available and one dares say that no other such extensive model of dying exists. 
Therefore there is little choice in this field. But although it is the only model does not 
mean that one should swear by it.
As already stated, the main criticisms are targeted at its structure. However, the 
contents of the theory itself such as denial, bargaining or depression offer valuable 
information to the counselling psychologist. As it is impossible for a person to 
comprehend what it is like to be in the situation of a dying person, the theoretical 
fi'amework of Kiibler-Ross provides a useful insight for therapy. While it is possible 
to consider death and dying on one’s own, it is important to be able to consult the 
knowledge gained through the Kübler-Ross model. Thus the model provides a good 
starting point in therapeutic work with the terminally ill.
While the model describes the stages passed before reaching acceptance of death, it 
also gives advice on how to work with the dying in reference to the stage they are 
currently at. In this way the model is useful to the counselling psychologist as it not 
only provides a theory of dying, but also actively transfers this knowledge to a
13
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counselling context. However, care has to be taken not to adhere mechanically to 
what is prescribed. As a counselling psychologist one has to be sensitive to the 
individual needs of the client and be able to adapt counselling to this. Of course, a 
theoretical approach could only tell us so much. What is important in counselling is 
one’s own experience and one’s ability to leam from it (Shulz, 1978). Therefore, the 
Kübler-Ross model provides useful knowledge but it is necessary to keep a critical 
stance to it. One should not adhere so strictly to the model that one does not see the 
client as an individual, but only in terms of the model.
Furthermore the possibility exists that the model might mislead the therapist. From 
the criticism that has been made (Kastenbaum, 1986; Shneidman, 1973) one has to be 
aware that the stages are not reliable. There is danger in a therapist expecting the 
client to progress along a certain path, as advice given by Kübler-Ross might not 
apply if the client departs from the expected trajectory. For instance, if one has 
witnessed a client working through the bargaining stage one would expect depression 
to set in if one adheres to the model, but in fact the client may have other issues to 
deal with.
In conclusion, the comprehensive material produced by Kübler-Ross’ model (1969) 
offers precious material in a field mostly neglected by research. It offers a valuable 
insight into the emotional stmggles of a person facing his own death, communicating 
knowledge which cannot be understood until one is faced with death oneself. Kübler- 
Ross details important issues and gives advice on how best to deal with clients at the 
stages of denial, anger, bargaining, depression and acceptance.
However, the design of the model poses potential problems and the stage model 
format has been put into question (Shneidman, 1973). Dividing the different 
components of the model into separate stages has effects on the interpretation of the 
emotional issues at each stage. As research such as that made by Kastenbaum (1986) 
and Mekarski (1999) suggests that it is not necessary to complete one stage before 
starting to deal with the next, or that stages can be undertaken in a different order, the 
stage model conceptualisation of the model distorts otherwise useful information. 
Therefore great care has to be taken when working therapeutically with this model. 
While retaining the wisdom from the knowledge gained by the model it is imperative
14
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to work from the client’s perspective at all times and not to let oneself be blinded by 
expectations gained from the model.
15
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Post-Traumatic Stress Disorder: Conceptualization and Treatment using Cognitive
Behavioural Therapy
Post-traumatic stress disorder (PTSD) is a disorder that is getting increasingly more 
attention. The concept has existed since World War I in the context of war under the 
names of shell shock, battle fatigue and combat neurosis. It is not surprising that the idea 
of PTSD as a disorder should arise in such an environment, where traumas are extreme.
It was also during another war that the current name for the disorder was coined. The 
term Post-Traumatic Stress Disorder came into use during the American Vietnam war. It 
has now been found that PTSD may develop as a response to various traumatic events, 
such as assault, traffic accidents and bullying (Tehrani, 2004). What unites them all is 
that they were triggered by a traumatic event (TE) which the victim is unable to cope 
with, resulting in a range of distressing symptoms. At any point around one percent of 
the population in Great Britain is affected by this disorder (O’Shea, 2001).
This paper concentrates on the view of cognitive behaviour therapy (CBT) on PTSD.
This approach was taken as this is the type of therapy most frequently used in the 
treatment of PTSD (Marks, 1987) and it provides a comprehensive explanation of the 
condition. The paper will begin by a short review of cognitive behaviour therapy, 
followed by an investigation of the conceptualization of PTSD both according to the 
Diagnostic and Statistical Manual (IV) (APA, 1994) and CBT. This is followed by a look 
at how the disorder affects personal relationships and as a consequence, the therapeutic 
relationship. The last section reviews how CBT is employed in treating PTSD and some 
examples of techniques used.
Review of CBT
CBT is a union of two models; the behavioural model which is based on ideas by Pavlov 
and Skinner such as classical conditioning and the cognitive model emphasizing the role 
of cognitions in determining behaviour, which was pioneered by Beck and Ellis. In CBT 
there is a belief that thoughts, emotions, behaviour and physical sensations are all 
connected. For instance, one’s thoughts may influence one’s emotions. For example, if a
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person who has been in a traffic accident thinks “I will never overcome the trauma” she 
will feel sad. In this instance her thoughts directly shaped her emotions. Recognising the 
link between cognitions and emotions CBT also believes that it is possible to change 
one’s emotions by changing one’s cognitions. Therefore the task in CBT is to help the 
client identify and monitor negative thoughts, beliefs and assumptions. It also aims to 
target the logical errors in these beliefs. The therapist and client go through the evidence 
there is for maladaptive thoughts and see if there is a more realistic and balanced thought 
to replace the previous cognition. CBT aims to educate the client and is largely focused 
on problem-solving.
CBT conceptualizes psychopathology in terms of maladaptive or faulty cognitions or 
faulty learning (Bennett, 2003). Some types of faulty cognitions include negative 
automatic thoughts (where a person experiences a specific negative thought popping up) 
and dysfunctional assumptions. These are conditional rules for living that often concern 
achievement, control and acceptance. The dysfunctional assumptions are often rigid. 
They are dysfunctional in that they prevent attaining goals. An example of this is that a 
person may think “Iff show emotions, I am a weak person”. The result of this is that the 
person will not allow him/herself to express his/her feelings, something which may put 
the person under great pressure. If a person with a dysfunctional belief like the one used 
in the example were suffering from PTSD this might further exacerbate the disorder in 
that the person would not allow him/herself to emotionally process the trauma, and may 
not even ask for help in dealing with the post-traumatic stress.
CBT is one of the prevailing types of therapy in the NHS today. It is often the method of 
choice because of its documented efficiency and success (Richards, Lovell & Marks, 
1994). However, it may also be that it is so popular because it is a type of therapy which 
is easy to measure in terms of outcome. It employs quick strategies which other therapies 
such as person-centred and psychodynamic may not be able to provide. But at the same 
time the efficient, problem-solving approach of CBT may have some shortcomings.
There is a danger that the focus on the here-and-now may neglect important childhood
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experiences which may contribute to why a person has reacted to the traumatic event the 
way they have. Furthermore, the brief nature of CBT (therapy is usually limited to six or 
twelve sessions) may not give the same opportunity to establish a therapeutic relationship 
such as more long-term psychodynamic therapy. Social support and the ability to form 
relationships is important in overcoming PTSD as will be discussed later.
Diagnostic criteria for PTSD
The Diagnostic and Statistical Manual (DSM-IV) (APA, 1994) defines PTSD as the 
experience of a traumatic event (TE) which was deemed as distressing both objectively 
and subjectively.
This event acts like a gateway for PTSD (Scott, 1997). The subjective experience of the 
traumatic event is very important. How a person makes sense of the TE has a clear 
impact on whether he/she will develop PTSD and how severely he/she will be affected 
(Joseph, Williams & Yule, 1992). This is also important in the way that CBT 
conceptualizes PTSD in that cognitive processes account for much of the abnormal post­
trauma reactions (Krietler & Krietler, 1988). The DSM-IV fails to account for post- 
traumatic reactions in people who have suffered from long-term illness. Here CBT 
provides a more appropriate account with their emphasis on the personal construction of 
the event for the subsequent reactions to the trauma.
Symptoms of PTSD include intrusive re-experiencing of the trauma (thoughts, images 
and dreams), avoidance of stimuli associated with the trauma, heightened arousal, lack of 
concentration, irritability or lack of affect. Avoidance is an attempt to escape 
psychological distress by avoiding any stimuli that may trigger thoughts or feelings of the 
TE. However, according to a cognitive-behavioural understanding of avoidance, this type 
of shunning of stimuli will only increase the anxiety when one is finally forced to face it 
(Greenberger & Padesky, 1995).
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Implications for relationships
It is common for an individual with PTSD to show high levels of irritability, as seen in 
DSM-IV. This irritability is most likely to be taken out on people in the close 
surroundings. Therefore it is not always easy to live with a person suffering from this 
disorder. Furthermore the person may significantly alter their life style in order to avoid 
stimuli that remind him/her of the TE, such as for instance stop driving if he/she has been 
involved in a car accident. A sufferer of PTSD may also experience numbness in the 
forms of loss of empathy and hardening (McFarlane & Bookless, 2001). The numbness 
may have particularly devastating consequences for the person’s relationships. It is even 
possible that the PTSD sufferers’ attachment style changes (McFarlane & Bookless, 
2001).
As the person’s social circle grows increasingly smaller due to the difficulty in 
maintaining relationships the family will play an increasingly important role in giving 
social support. All of this will take a heavy toll on the PTSD sufferer’s significant others. 
This is very problematic as social support is an important factor in recovering from PTSD 
(Jovanovic, Aleksandric, Dunjic, Todorovic, 2004).
As shown in the previous paragraph, PTSD has serious implications for attachment and 
relationships in general. Most importantly, the detachment and lack of affect will make it 
very difficult to create a therapeutic relationship as the individual will have difficulties 
engaging with other people. This will have an impact on the therapeutic work as the 
therapeutic relationship is seen as having a central role in counselling psychology (Corrie, 
2002). Furthermore, other aspects of PTSD such as difficulty concentrating and lack of 
sleep may also have an adverse effect on therapy as well as the therapeutic alliance in that 
the person may simply not feel veiy present and active and therefore not be able to take 
part in relationship-forming.
Hypervigilance may also have an impact. As the hypervigilant individual is constantly 
scanning the environment for threatening stimuli, it may be difficult for him/her to relax. 
When in this constant state of vigilance it is also very difficult to feel safe, something
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which is key to be able to open up and talk about the traumatic experiences. This is 
especially important since the person may feel strong guilt, for instance if there have been 
injuries or fatalities in the traumatic event.
Thus it is clear that PTSD has a serious effect on maintaining relationships, and as a 
consequence it complicates the forming of a therapeutic relationship as the person may 
feel a loss of affect and not feel safe in therapy.
Treatment of PTSD using CBT
PTSD may have a wide range of symptoms but when it comes to treatment it is mainly 
intrusive imageiy, anxiety and feelings of guilt and, when it occurs, depression that are 
targeted (Richards & Lovell, 1999). These factors are all intertwined and result in 
secondary symptoms like disrupted sleep, lack of concentration and irritability.
It is believed that the main problem in PTSD is a lack of processing of the TE, both at a 
cognitive and emotional level (Rachman, 2001). This has been explained in a her model 
(Rachman, 2001) where it is shown how psychological defense mechanisms stop any 
processing of the TE as it is too painful to think about. As the information from the TE is 
highly salient due to the strong impact of the event the information cannot be ignored.
But it cannot be integrated into existing schemas, as it is such an unusual event which is 
not a part of the individual’s belief about the world. This incongruence with existing 
beliefs causes distress. This leads to the unprocessed material then reappearing, with 
resulting distress for the affected individual.
Numbing of affect is also a major concern in PTSD. As it is believed that this is a result 
of strong defense mechanisms trying to block out any recollection of the TE (McFarlane 
& Bookless), the numbness is targeted by the same techniques as those aiming to help the 
person reduce the intrusive thoughts and imagery. There is thus not any specific attention 
given to countering lack of affect.
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When commencing therapy it is important to equip the client with tools to manage 
anxiety, as therapy may be very distressing for the client. This will also help the client 
with the constant high level of arousal typical of PTSD which is likely to cause 
significant lowering of quality of life. Anxiety management strategies can include 
relaxation techniques such as progressive muscle relaxation exercises. This consists of 
successively tensing and then relaxing the different muscle groups in the body.
While anxiety management is an important part of treating PTSD it is important to 
remember that it is not effective on its own. Keane, Fairbank, Caddell and Zimmering 
(1989) reported that almost all participants in their study which only employed anxiety 
management stopped coming to therapy due to the high distress they were experiencing. 
The lesson that can be learnt fi-om this is that anxiety management only treats the 
symptom (anxiety) but does not get to the core of the problem (unresolved processing of 
the traumatic event). Therefore additional treatment types are necessary.
One of these techniques which goes to the core of the problem is exposure, which aims to 
reduce the intrusive thoughts connected with the TE as well as reducing the heightened 
arousal levels. Types of exposure include systematic desensitization and prolonged 
exposure.
In prolonged exposure the client confi*onts the feared object. PTSD is similar to phobia in 
the sense that the person avoids the feared stimuli and that this maintains the fear. 
However, PTSD is different fi'om phobia in that where a phobia concerns an existing 
object, in PTSD the fear concerns a past event and the avoidance is of thoughts of the 
event or stimuli which will trigger thoughts of the event. Therefore the task at hand when 
using prolonged exposure to treat PTSD is the use of imaginai exposure. This means that 
the client is asked to recount the event in therapy. It is important to keep the anxiety at a 
manageable level as too intense emotions will cause the client to shut off and no learning 
will occur (Livanou, 2001). This is where the anxiety management previously discussed 
plays an important role.
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When recounting the TE in the imaginai exposure a number of factors are important. 
Firstly the client needs to use first person in his/her narrative and he/she needs to retell the 
event in present tense. This is in order to ensure that the event becomes a real and vivid 
experience for the client. Secondly, it is important that the client uses a great variety of 
meaning elements and goes into fine detail, both in terms of the description of the scene 
and the thoughts that went through the client’s head at the time. This is to help the client 
change fi'om a primarily perceptual processing of the event to a conceptual processing 
(Rachman, 2001). Processing the meaning of the event will help the client integrate the 
information, something which will help reduce intrusive thoughts and imagery of the 
event. If the client is reluctant to go into detail the therapist will need to prompt for these. 
It is useful to make a tape recording of the account. The client can then have as 
homework to listen to the tape every day. By repeatedly going through the TE 
habituation occurs, that is to say that by confronting the feared stimuli and not avoiding it 
the arousal levels will decrease after some time.
Other types of exposure techniques exist as well, for example flooding. However, there 
are some doubts to the efficacy of this technique as it involves very high levels of arousal. 
Such high distress may be counterproductive in that the client will not be able to do any 
learning if the anxiety is too extreme (Pitman, Altman, Greenwald, Longpre, Macklin, 
Poire & Steketee, 1991).
A third step which is very important is cognitive restructuring. This targets the 
attributional errors that a person has made as well as identifying negative thoughts and 
beliefs. A primary task is to undertake cognitive restructuring in terms of accurately 
perceiving the trauma. This is important as a person affected by PTSD does not respond 
to the objective version of event, but to their personal construction of the event. People 
are fi*equently fixated at certain particularly horrific points during the trauma such as 
seeing another person being hurt (Scott & Stradljng, 1992). Other more positive aspects
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such as helping the injured person may not be acknowledged. Therefore the therapist will 
seek to help the client balance these so that a fair representation of the TE is achieved.
A second important role played by cognitive restructuring is that of reassessing the degree 
of threat in order to counter the heightened arousal. Surviving a threatening experience 
affects a person’s belief about self, world and the future (Livanou, 2001). This may lead 
the person to begin to believe that the world is very threatening and feel very vulnerable. 
Therefore the client’s appraisal of different situations may be subject to biases such as 
automatic discounting (E.g. brushing aside of positive aspects in a situation) and all or 
nothing thinking (Everything is seen as black or white.) These biases have a big impact 
on the person’s thoughts, behaviour and emotions. As long as these biases are present the 
client will have difficulty adjusting to the trauma (Scott & Stradling, 1992). Therefore it 
is the role of the therapist to help the client identify these biases and look for evidence to 
support or discredit them.
In order to conclude, it has been shown that CBT conceptualizes PTSD as a lack of 
processing of the traumatic event (Rachman, 2001) where biased cognitive processes 
result in the symptom formation (Krietler & Krietler, 1988). As there is emphasis in CBT 
on changing cognitions in order to change emotions this has lead to a treatment that 
targets the cognitions around the traumatic event in order to alleviate symptoms and 
distress for the individual suffering fi'om the disorder. However, anxiety management 
will not alleviate symptoms, only help dealing with them. One of the areas of focus in the 
treatment of CBT is anxiety management which provides the client with a coping 
strategy. Exposure in the form of imaginai exposure is then important for habituation to 
the event, with the result of lowered anxiety when confronted with reminders of the event. 
Exposure is also imperative for switching fi'om a perceptual to a conceptual processing of 
the event (Rachman, 2001) which leads to less intrusive thoughts and imagery. It was 
pointed out that exposure is a delicate issue as provoking too much distress in the client 
would have counterproductive results. Lastly, an essential area in treating PTSD is 
cognitive restructuring, where the client’s biased cognitions regarding the traumatic event
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are examined and replaced with more adaptive cognitions. Therapy for clients with 
PTSD is complicated by the difficulty in maintaining personal relationship for clients. If 
successfiil, a healthy therapeutic relationship may be used to model relationship with 
people in daily life.
CBT makes a suitable model for working with CBT by providing a comprehensive 
account for causes, mechanisms and symptoms of this disorder. However, it has to be 
emphasized that it is imperative that the therapy provides a warm and safe environment in 
order to deal with the trauma. It is not enough merely to focus on cognitions.
When researching PTSD it becomes apparent that the majority of studies are based on 
samples comprising war veterans, fire fighters and emergency services personnel. These 
types of groups are made of an overwhelmingly male majority. Due to the importance of 
social support in PTSD and the different levels of social support that males and females 
receive after a trauma due to stereotypical gender roles, it is important to widen this 
research to focus more on women. It is possible that the current view of PTSD has been 
warped by the focus only on men’s reactions to trauma.
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Cognitions, Emotions, Behaviour:
What is the Role of the Therapeutic Relationship in CBT?
Cognitive behavioural therapy (CBT) is a union of two different therapies; behaviour 
therapy and cognitive therapy which both focus on different aspects of the human mind. 
Behaviour therapy has its roots in behaviourism which started with Watson in the 1930s 
when he sought to further the knowledge of classical conditioning (how stimuli produce 
conditioned responses) (Bitterman, 2006) and was later developed by Skinner in his work 
on operant conditioning (shaping the form and frequency of behaviour by applying 
certain consequences to the behaviour) (Domjan, 2002). Behaviourism came about as a 
reaction against Freudian psychotherapy (Rieber & Salzinger, 1998). In this new 
approach the therapist took on the role of a scientist who objectively observed how 
positive and negative rewards shaped behaviour (Popkin & Skinner, 2003). There was 
little interest in inner mental processes as they could not be observed directly. Later with 
the arrival of cognitive therapy there was a shift in that these inner mental -  cognitive — 
processes were once again focused on, albeit still with an empirical stance towards them 
(Kearney & Silverman, 1990). In later years there has been an increasingly larger 
emphasis on cognitive therapy rather than behaviour therapy in CBT. Influential 
therapists such as Christine Padesky and Dennis Greenberger even refer to the therapy 
they practice as cognitive therapy rather than cognitive behavioural therapy (1995).
There has also been a movement which has been referred to as the “third wave” of CBT 
which has sought inspiration from buddhist philosophy (Robb & Ciarrochi, 2005). The 
third wave comprises elements such as mindfulness and acceptance into the practice of 
CBT (Eifert & Forsyth, 2005). Mindfulness is defined as the awareness of one’s thoughts 
and ideas without judging them and acceptance as finding peace from learning to accept 
in situations that we do not have the power to change (Hayes, Bond & Bames-Holmes, 
2007). These elements have been integrated by third wave therapists into their CBT 
practice thus giving them additional techniques to treat clients’ presenting problems.
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Examples of specific therapeutic approaches belonging to the third wave include 
Acceptance and Commitment Therapy (ACT) and Dialectical Behaviour Therapy (DBT).
After this brief orientation to CBT it is time to turn to the concept of the therapeutic 
relationship. This has been defined as the “vehicle to facilitate a common effort in 
canying out specific goals” by Beck (1979, p. 54). Furthermore Beck stresses that the 
therapist needs to show warmth, accurate empathy and genuineness towards the client but 
cautions that although this stance is necessary for therapeutic success, it is not sufficient 
to cause improvement in the client (Beck, 1979). Henry, Schact and Strupp (1986) 
viewed the therapeutic relationship as simply being the ongoing interpersonal transactions 
between client and therapist. The therapeutic relationship is seen as central in counselling 
psychology. While most schools of therapy discuss their own stance to the working 
alliance, it is somewhat surprising that there is no large theoretical body concerning the 
therapeutic relationship on its own (Critchfield, Henry, Castongay & Borkovec, 2007). 
This has been remedied in recent years with the publication of The Therapeutic 
Relationship by Clarkson (1995). She describes this type of relationship as having five 
levels; transference/countertransference, the developmentally needed relationship, the 
person-to-person relationship, the transpersonal relationship and the working alliance. 
This description of the therapeutic alliance allows the therapist to appreciate its complex 
nature and how it can vary from one level to the other from the real (person-to-person 
relationship) to the transpersonal relationship.
It has been shown on numerous occasions that a strong therapeutic relationship has a 
positive effect on the outcome of therapy (Krupnick, Sotsky, Simmens, Moyer, Elkin, 
Watkins & Pilkonis, 1996; Martin, Garske & Davis, 2000). A sound therapeutic 
relationship is important as it increases the client’s sense of safety and trust, thus enabling 
him/her to open up about difficult issues. It also improves communication, such as the 
client being able to express negative thoughts about the therapist or therapy, which makes 
change in strategy possible. Different therapeutic schools have different approaches to 
the therapeutic relationship from psychodynamic therapy where it is seen as the core
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instrument for therapeutic change to behaviourism where it plays a more peripheral role. 
Traditionally CBT has been regarded as a therapy where the therapeutic relationship is 
not emphasized. This concept is changing however (Wills & Sanders, 1997). This is 
because one of the central tenets in CBT is collaboration between therapist and client, and 
collaboration is not possible without a relationship between these two individuals. The 
question is what role this relationship plays in CBT as its key philosophical points sets it 
apart from other therapies. This question will now be explored.
After having contextualised the nature of CBT and the therapeutic relationship in this 
introduction, there will now be an examination of how different aspects of the work 
undertaken in CBT impact on the therapeutic relationship. Firstly the role of cognitions 
in therapy will be addressed, followed by the role of emotions and lastly the role of 
behaviour. In order to illustrate the arguments examples from clinical practice are used 
throughout this essay. In order to protect clients’ confidentiality their names and 
identifying information has been changed.
To begin with this essay will focus on cognitions and how they may affect the therapeutic 
relationship. As noted in the introduction, the role of cognitions in CBT is central 
(Salkovskis, 1996). It is regarded that a person’s schemata influences the way that he/she 
views self, others and the world (Wills & Sanders, 1997). As schemata have this effect 
on the perception of others it naturally also impacts on the relationship between client and 
therapist. What will happen in reality is that the same maladaptive schemas and 
assumptions that cause the client enough problems to seek help for are often in operation 
when meeting with the therapist. Let me illustrate with an example from my own 
therapeutic experience. Robert, a 35-year old white Irish man had problems giving up 
alcohol. His mother’s long illness and subsequent death when he was 16 years old had 
made a strong impact on him as he had been forced to take on the role of carer for his 
mother and younger brother. These experiences had shaped the dysfunctional assumption 
that he would be rejected unless he cared for others. This caused him to subjugate 
himself to others, making sure their needs were met often at the cost of his own needs. In
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therapy Robert was a very pleasurable person. He was cheerful and often reassured me 
how useful and valuable the sessions were to him. At times when I made a comment he 
would exclaim how intelligent a remark it was and how this new insight would help him. 
It made me feel flattered and that we worked well together. However, one cannot call this 
a good therapeutic alliance as Robert’s dysfimctional assumption of having to take care of 
others was clearly being perpetuated. This means that the relationship was not very 
therapeutic at all, as by engaging with this view that Robert had of me it only lead to a 
continuous repetition of his dysfunctional assumption rather than breaking with the 
assumption and stopping the cycle. The dysfunctional assumption may even have caused 
cognitive distortions, that is to say that the client may have viewed me in a manner that 
was biased and not in accordance with reality. This may have serious implications for the 
therapeutic relationship whether the bias causes an overly positive or an overly negative 
view of the therapist. The reason this is significant is that the cognitions here do not 
correspond with reality and therefore impact on the attitudes toward the therapist and the 
communication between therapist and client. What helped in Robert’s case was, after 
carefully explaining Robert’s dysfunctional assumption, to ask him how he thought the 
dysfunctional assumption may be affecting our relationship. When contemplating this 
Robert saw how he sometimes would endeavour to make me feel good about the session 
rather than using the time in his own best interest. This example illustrates how the 
therapeutic relationship can be used to work on maladaptive aspects of the client’s 
interpersonal schemata (Wills & Sanders, 1997). As the client is often unaware of his/her 
schemata, it might not have been apparent which schemata are in operation from the 
information volunteered by the client. However, these schemata can become more 
apparent when observing the therapist-client dynamic, that is to say the therapeutic 
relationship. The working alliance then allows us to have a usefiil glimpse of the way 
that the client perceives the world. Far from being an irrelevant part of therapy, the 
therapeutic relationship is actually an important source of information.
Over the last paragraphs attention has largely been dedicated towards how the client’s 
schemata impact upon the therapeutic alliance. However, one must not forget that the
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therapist also carries with him/her a set of schemata and assumptions and that may 
equally affect the working alliance. This is perhaps where CBT has some shortcomings. 
Although counselling psychologists adhering to any school of therapy are expected to be 
self-reflective, judging from the literature it appears that there is little encouragement for 
the therapist to examine his/her own schemata and how they impact on the therapeutic 
relationship. This is in stark contrast to psychodynamic therapy where the therapist will 
be constantly examining his/her own response to the client, that is to say the therapist’s 
countertranferential reactions (Gelso, Hill, Mohr, Rochlen & Zack, 1999). In CBT the 
relationship between client and therapist is not used as the primary vehicle for change in 
the same way. Many of the client’s problems may probably affect the relationship 
between therapist and client. This can lead a usefiil discussion where one can see 
schemata “in action” as they affect the perception of and behaviour towards, the therapist 
there and then. However, it is not appropriate for the therapist to divulge his/her own 
schemas and their part in the dynamic. What is important is for the therapist to be aware 
of how his cognitions impact on his stance towards the client.
After having viewed the role of the therapeutic relationship and cognition it is time to turn 
to the case of emotion and the therapeutic relationship. CBT has a reputation for being 
rather technical at times. The approach emphasises empirical observation of situations 
where the client is experiencing difficulties. This has clear scientific connotations and 
strong links to behaviourism, meaning that the emphasis was on objectively observable 
events. There is, however, also a place for discussing emotions. The here and now is 
emphasized in CBT. This is of an advantage in terms of the therapeutic alliance as the 
therapist can use this focus on the present moment in order to discuss any emotional 
reactions that he/she may perceive in the client. This immediate exploration of emotional 
reactions to the therapist’s intervention increases the therapist’s understanding of what the 
client thinks about each section of therapy and thus has a chance to change things when 
they are not favourably perceived by the client. This can improve the working alliance as 
the client will feel that he/she is listened to and will also raise motivation levels as therapy 
is tailored to meet the individual need from moment to moment. Interestingly, there has
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been some evidence to contradict the benefit of this continuous emotional exchange. In 
computerized CBT clients suffering from bulimia nervosa, that is to say when there is no 
therapeutic relationship present, it has been show that personalized feedback from 
therapists did not improve drop-out rates from treatment (Schmidt, 2006). As an example 
of this exploration of emotions in the here and now I can mention Mikhail, a 43-year old 
male from Montenegro who was referred because of symptoms of anxiety. He was 
indeed highly anxious when I met with him for the initial assessment. So much so that he 
did not manage to utter more than a single word at a time, and then only with great 
difficulty. Seeing how distressed he appeared over meeting a psychologist I abandoned 
all the assessment questions. Instead I decided only to focus on how he was feeling in 
that veiy moment, what his physical sensations where and where in the body he felt them. 
Slowly, Mikhail started to relax as he became more familiar with the situation. In this 
example it is possible that the client would have benefitted from a mindfulness exercise. 
This would have enabled him to become more aware of his emotions without judging 
them. This is one of the areas where a third wave approach may have had more success 
than a technique rooted in a more traditional CBT approach. It is interesting to see how 
CBT has developed in this sense from initially being rational with a systematic 
examination of emotions to becoming more experiential by encouraging the client to 
simply pay attention to his/her emotions.
In the section above it was viewed how the therapeutic work with emotions can have an 
impact on the therapeutic alliance. Another important aspect is the examination of 
behaviour. Generally work with this takes the form of behavioural experiments, activity 
diaries or counting the frequency of a particular behaviour. As this forms an important 
part of therapy, this too is something where the therapeutic relationship plays a significant 
role. While it is stressed by many authors (Wills & Sanders, 1997) that CBT is based on 
collaboration one wonders whether it is really perceived as such by the client. When 
working with behavioural tasks (or any other type of task in CBT) the agenda will be set 
by the therapist at the beginning of the session and homework will often be given at the 
end. The following week the therapist will examine the result of the homework task and
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explain any problems or successes in carrying out the task in cognitive-behavioural terms. 
When being at the receiving end of this treatment it is doubtful whether one really feels 
that one is engaged in a collaborative effort. It was shown by Addis and Jacobson (2000) 
that although acceptance of treatment rationale and compliance with homework tasks 
were positively correlated with outcome in CBT meaning that there was a heavy 
emphasis on the client complying with what they were instructed to do by the therapist. 
Clearly many core techniques in CBT have an impact on the power dynamic between 
client and therapist and as such he/she impinges on the client’s autonomy (Watson & 
McMullen, 2005). As it was shown in the example with Mikhail, it can be intimidating to 
meet with a therapist in this type of setting. This type of structure of the sessions puts the 
therapist in a dominant role. What then are the consequences for the therapeutic alliance? 
It seems that although CBT in theory has a very egalitarian view of this relationship it 
seems that in practice it is set up as an expert-novice relationship. One has to keep in 
mind however, that the very nature of psychotherapy creates a power imbalance in the 
sense that the client is in search for help with their problem and the therapist is the expert 
who has the capacity to help solve the problem. This expert role of the therapist has the 
possibility to create a particular type of difficulties with the working alliance. Indeed, it 
has been shown that focusing on techniques rather than interpersonal exchanges in CBT 
was correlated with negative outcome (Watson & McMullen, 2005). This can include 
hostility towards the person with more power in the relationship, dropping out of therapy 
or compliance (Marshall & Sherran, 2004). One such example that comes to mind is that 
of Karen, a 48-year old cleaner who was referred for therapy in order to address the 
ambivalence about stopping her heroin use. She worked very hard and filled in her 
homework diaries with utmost detail. Despite the hard work it did not seem that the work 
we had undertaken resonated with her. It was clear that she was very compliant. This 
compliance indicated that our working alliance was not very good. It could be that she 
was afraid of me rejecting her if she did not work as hard on her homework tasks, thus 
seeing me as a threatening person. As the therapist, I felt it was difficult to gauge what 
she really felt about our sessions as the answer I would invariably get when asking what 
she thought of our work was “Fine”. It appeared that Karen was not feeling safe and that
36
Academic dossier -  CBT essay
there was no good communication between us, meaning that two important conditions of 
the therapeutic alliance had not been filled (Mallinckrodt, Coble & Gantt, 1995). The 
setting in which the work was undertaken, a drug and alcohol clinic, may have been a 
contributing factor to this. In this type of service there is a very heavy emphasis on 
clients’ behaviour, such as drug use, and more importantly the reduction of the drug use. 
What was done to address the poor working alliance was that we identified schemata 
related to performance and rejection and looked at how they affected her thoughts about 
others, particularly people in authority. We also looked at what identified environments 
where she felt safe and unsafe, as well as where in the spectrum she would put our 
sessions. This improved the relationship somewhat, although Karen did largely behave in 
the same compliant manner throughout therapy. This may have been because she was 
feeling uncomfortable within the context of the drug clinic.
In order to conclude it has been shown that the common understanding that the 
therapeutic relationship does not play a central role in CBT is not accurate. A healthy 
therapeutic alliance promotes positive outcomes of therapy regardless of type of therapy 
employed and CBT is no exception. Indeed, Beck himself recognized the importance of 
the therapeutic relationship. Where CBT differs in its attitude towards the therapeutic 
relationship in comparison to other types of therapy is that the working alliance is not 
viewed as the only factor necessary for therapeutic benefit. Other factors are also 
necessary, such as cognitive change (Beck, 1979). There are many complicating factors 
with regards to the therapeutic relationship in CBT. Each component of the therapy has 
its own challenges that need to be taken into account. As has been shown innumerable 
times in research a stronger therapeutic relationship leads to more improvement of the 
client’s mood state (Lambert & Bergin, 1994). It can therefore be taken for granted that 
an empathie, unconditional regard for the client as advocated by Rogers (1951) is the type 
of alliance to aspire to in CBT as with any other therapy. What is important to remember 
is that there is a chance of being perceived as an expert by the client and that a certain 
power dynamic can be created by setting and inspecting home work. This in itself can 
lead to difficulties in the therapeutic relationship. Therefore the therapist needs to be
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aware how the role of the therapist may be perceived by the client. Only being empathie 
and accepting is not enough. The therapist needs to make an active effort to address the 
issues of power imbalance that may arise.
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Introduction to the therapeutic practice dossier
In the therapeutic practice dossier there will firstly be a description of each of the three 
placements that I attended during my training. To begin with there is an outline of my 
first year placement which was undertaken in a primary care setting employing person- 
centred therapy. In this placement I learnt much about the meaning of the therapeutic 
relationship and how I could implement this in therapy with the client. Following this is a 
description of my second year placement in another GP surgery, this time employing 
psychodynamic therapy. One of the greatest achievements for me here was to learn to 
understand transference and countertransference and how this can be used to understand 
the client better. Thirdly there is an outline of my final placement in a substance misuse 
service in tertiary care. In this placement I used cognitive behavioural therapy (CBT). 
This allowed me to develop my understanding of how cognitions affect mood and 
behaviour. Lastly in this dossier is the final clinical paper which goes into further depth 
regarding my learning from each placement. It uses the layout of the three different 
therapeutic models to chart my development as a counselling psychologist.
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First year placement
The setting where the placement was undertaken was in an NHS primary care service.
The psychology services offered short-term person-centred therapy, as a rule up to six 
sessions, although longer therapy could be offered under special circumstances. There 
were also some psycho-educative groups, such as anxiety management groups and a 
group supporting mothers with post-natal depression. Apart from psychology services the 
health centre also provided general practitioners, dentists and health visitors. The 
psychology services kept close links with the other services, in particular GPs and health 
visitors. The health centre is situated in an inner city area and caters for the adult 
population between the ages of 18-65. The client population is very diverse with a great 
number of ethnicities represented. The socio-economic status of clients included both 
successful business people working in the capital as well as people from deprived areas.
A number of process reports and client studies were written whilst working at each 
placement. In addition to this a logbook for each placement was kept detailing 
therapeutic work and additional placement activities.
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Second year placement
The second year placement was undertaken in a GP surgery belonging to an NHS primary 
care trust. Apart from the counselling service the other professional groups at the practice 
included six medical doctors, three nurses, two health visitors, a dietician and a 
physiotherapist. The surgeiy was located in an urban environment. The client group was 
made up of both individuals from a poor socio-economic background and high-income 
professionals. Despite the fact that the population served by the surgeiy included people 
from a wide variety of ethnic backgrounds, clients referred for therapy were 
predominantly of white British background. The counselling service provided short-term 
psychodynamic counselling of two assessment sessions, twelve therapy sessions and a 
follow-up session. All therapeutic work undertaking was informed by Malan’s triangles 
and therefore focussed on anxiety-defence and transference.
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Third year placement
My third year placement was a tertiary care NHS substance misuse service comprised of 
an alcohol clinic and a drug clinic. Both clinics were situated in an inner city area. They 
both had multi-disciplinary teams employing nurses, occupational therapists, psychiatrists 
as well as clinical and counselling psychologists. Clients were first assessed by a nurse 
and then referred for further treatment by the other health professionals once they had 
stabilised their substance misuse. Clients referred for psychological therapy were treated 
using cognitive behavioural therapy (CBT). All professionals providing input to a client 
would liaise very closely in order to track this client’s progress. At the alcohol clinic 
clients from a wide population were seen with some unemployed to others that were very 
financially successful. There was great diversity in terms of ethnicity, age and sexual 
orientation. At the drug clinic there was also a wide variety in terms of ethnicity, age and 
sexual orientation. However, clients tended to come from deprived backgrounds where 
some clients were homeless and most were in a difficult financial situation. At both 
clinics clients were offered short-term to long-term therapy according to what was judged 
most appropriate. In addition clients at the alcohol clinic participated in 
psychoeducational and therapeutic groups such as women’s groups, gay men’s groups, 
relapse prevention groups and abstinence groups.
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Final clinical paper
Background to my choice to become a counselling psychologist
Ten years ago I did not know that I was going to train as a counselling psychologist. 
However, looking back at earlier periods of my life it seems that somehow I still took the 
steps that would lead me here. In some sense it feels like being a counselling 
psychologist is a style of life as the stance of a counselling psychologist is closely 
connected with one’s personal values and attitudes towards people. Some of these steps 
that I started taking involved my joy of writing when I was a teenager. I spent a lot of 
time writing my diary as well as stories. This allowed me to develop reflective skills 
early on. It was also later when studying literature when my interest in the human psyche 
started. I was fascinated by the analysis of characters in novels and found it stimulating 
to explore the meaning underneath the surface of a text. This provided me with budding 
analytical skills that have been useful in my later training.
Another step that has been very important has been my travelling. I have always travelled 
a lot and I have lived in five different countries. This has allowed me to experience many 
different cultures first-hand. My travelling has also been about an interest in people and 
their different outlooks on life. Travelling has also taught me a great deal about my 
countiy of origin and my own roots, as one develops a new perspective on things when 
one takes a step out of a familiar situation. What has been important about my travelling 
has been to experience how different values can have an important impact on how people 
interact with each other. I also came to realise that one does not have to travel very far 
for there to be big differences in culture, something which has been a helpful discovery in 
my therapeutic work. I believe that what is the common factor to these earlier 
experiences in my life is self-reflection. Becoming a counselling psychologist therefore 
felt like a natural step, although it has been a long journey. I am endeavouring to explain 
how this journey progressed in this final clinical paper. I shall firstly explain how I view 
my identity as a counselling psychologist. After this I will write about some important 
influences during my learning such as personal therapy and supervision. This will be 
followed by an outline of my development as a practitioner through working with
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different therapeutic models as well as my view of where I stand as a practitioner at the 
current moment. In order to illustrate my development I will use some examples from my 
practice. Names and other identifying information in these examples have been changed 
in order to protect the confidentiality of the client.
My identity as a counselling psychologist
The humanistic value base
There are numerous aspects in the role of a counselling psychologist, therefore the 
identity is complex. However, something that I regard as the foundation for everything I 
do in my work is the humanistic value base. This means that I hold an unconditional 
positive regard for people whether I meet them as clients in therapy or as research 
participants. The humanistic value base is important because I believe that it is the basis 
for constructive communication. In order to communicate with someone one needs to 
respect and value them, something that stems from the unconditional positive regard.
One also needs to try to see things from their perspective, that is to have empathy for 
them and lastly one needs to be congruent in order to have effective communication. 
When one fulfils these criteria one is communicating effectively, and communication is 
key to all the roles of a counselling psychologist. Because of my humanistic value base I 
see the person as an individual with his or her own specific needs. Humanistic or person- 
centred theory also states that an individual cannot be compared to another individual 
because of his/her unique “internal frame of reference” (Mischel, 1999, p. 256). Because 
I believe in the uniqueness of the individual I do not agree with the medical model where 
generalisations can sometimes be made about people on the basis of their psychological 
complaints (Barbour, 1995). I believe that it is more helpful to look to the person and ask 
them what it is that they feel is their difficulty and what we can do to remedy this rather 
than to assign a specific treatment according to the diagnosis they have been given by a 
medical professional.
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The reflective practitioner
Another factor that for me goes hand in hand with counselling psychology is self­
reflection. It is also one of the issues that has been most integral to the course. I believe 
that this reflectiveness which brings a continuous examination of one’s own practice is a 
strength as it drives the practitioner to always improve their practice and to be aware of 
the dynamic between therapist and client. A person that is reflective becomes sensitive to 
the needs of the client and explores new avenues that may serve the client better. Self- 
reflection is an important part of my identity as a counselling psychologist because it is 
part of all the areas of work that I undertake whether that be therapeutic practice, research 
or professional development. One of the most important areas of self-reflection is the use 
of self with clients in the consulting room. In a sense I am using myself as a tool. In 
doing so I use my emotional and physical reactions, my associations and previous 
experiences to inform myself about the work that I am undertaking. This may be 
information that aids my understanding of the client’s situation, that is to say 
countertransference, or it may be material specific to my own experience that is 
influencing my work with the client. I depend on my self-reflection in order to make 
sense of this information. I think that a good example of myself as a reflective instrument 
is this Final Clinical Paper. The fact that I am writing it is because I need to reflect on 
where I stand and how I see myself before I take the step to become a chartered 
counselling psychologist. The reflection has sometimes brought difficulties. Sometimes 
I have felt that I have questioned myself so much that I could not feel sure of myself and 
what I did in my practice. This is perhaps the negative side of reflectiveness. My 
development in this area has been to learn to differentiate between a disapproving 
questioning stance and a stance that is open to different alternatives. It has been a 
learning curve for me to learn to use reflectiveness as a form of evaluation but also being 
able to stick to my views when I feel it is appropriate.
The scientist practitioner
Something which is closely linked to being a reflective practitioner is being a scientist 
practitioner. Although research is a very different type of reflection upon a topic, it is not
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any less related to key areas of my work. My understanding of a scientist practitioner is a 
psychologist who is constantly evaluating his/her work in an objective, systematic 
fashion. It is a person who keeps in close contact with the most recent developments and 
research in terms of theory and treatment models and implements them into his/her own 
practice according to scientific recommendations. A scientist practitioner is also someone 
who looks at his/her own practice with a critical eye and aims to improve it. Therapists 
with this stance have been found to be more effective practitioners (Gelso, 2006). 
However, when working according to a humanistic value base there is a contradiction 
with practising as a scientist practitioner as one assumes that research findings may be 
generalised to all clients one sees in therapeutic practice. According to the person-centred 
view all clients are individuals and cannot be compared one to the other as each has their 
own personal problems that cannot be deemed equivalent to others’ problems (Rogers,
1951). In my case I keep this notion in mind, but I do consult the literature in order to 
broaden my therapeutic practice. I do not assume that I can implement what I have read 
with every client even if they fit the client group in question and I am careful to notice 
how the client responds should I choose to implement anything from research findings. 
Whilst one has to be carefiil with when and how to implement research findings in 
practice, I believe it is important to keep up to date with research findings. Just like 
humans always evolve and develop, so the field of psychology always evolves and 
develops. Therefore it is part of the role of the scientist-practitioner to keep up with new 
developments in the field to improve his/her practice. In the same way one also makes 
one’s voice heard by publishing papers based on one’s own practice and so feeds 
something back to the psychological community.
Role of therapy
I would like to dedicate some space to my personal therapy as it has had an important 
impact on my self-development and my practice. I had personal therapy for a period of a 
year and a half during my first and second year of the course. I had never had therapy 
before this and it seemed a new and somewhat daunting experience to me. My personal 
therapy started in the first week of the course and therefore I was able to track my early
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process as a developing practitioner, something which has been important. One of the 
most important experiences that I gathered from therapy was the experience of being a 
client. This entailed understanding firsthand how vulnerable one can feel about opening 
up about intimate issues or disliked aspects of oneself as well as how important it is to 
feel safe and heard by the therapist.
Before starting therapy I had hoped to gain personal growth jfrom it, but I had not fully 
realised how closely it would link in with my personal practice as a therapist. As one 
develops reflective ability and discovers blind spots as a client in therapy this also leads 
very much to improving one’s practice as a therapist. Therefore each step I have taken in 
therapy has been important for my practice. In therapy I began to realise how hard it was 
for me to ask for help fi*om others and how I felt that I needed to do everything on my 
own. This is a task that has taken me a long time to work with and something which I am 
still developing. Another important issue that I worked on in therapy was my pain around 
loss because of earlier life experiences and how this affected my behaviour. There were 
of course many other issues that I explored, and I think that all of these contributed to my 
valuing all of my clients for their willingness to explore their thoughts and experiences 
and their risk-taking in doing so.
Learning from supervision
Throughout the three years group- and individual supervision has been an important 
forum for me to explore my practice. My second year experience of supervision was a 
particularly positive one. I have tried to identify what it was that I found helpful and I 
believe it was the feeling that I had the fi*eedom to fully express all my emotional 
reactions -  both positive and negative -  towards my clieiits, as well as debating 
therapeutic strategies openly. As I could explore without censoring myself this lead to a 
deep exploration of issues and clients’ transference. This provided a climate where I felt 
safe to explore issues of negative transference with clients, something which made me 
develop further as a practitioner. In my final year I felt my supervisor challenged me 
more, something that pushed me to reach further in my search for theoretical
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understanding and detailed analysis of sessions. Because I had reached a stage where I 
felt confident in my own ability as a counselling psychologist I became more able to 
argue my own point at times when I disagreed with my supervisor. This was an 
important realisation for me. Up until this moment I had had an enormous respect for my 
supervisors, and a sense that they were always right. Realising later that it is not about 
copying your supervisor but developing your own style made me grow as a practitioner.
While I had very positive experiences of supervision in my last two years of the course, I 
started out with having a difficult relationship with my supervisor in year 1. I believe that 
I started out not feeling confident about my practice and feeling that I did not know what 
I was “supposed to do”. The way that I have made sense of the relationship between my 
supervisor and me is that my stance started off an unhelpfiil dynamic between us where I 
felt lost and unconfident and my supervisor appeared to feel impatient with my lack of 
confidence. This made me feel less safe in what I brought to supervision. Unfortunately,
I did not manage to improve the situation when it was going on but I learnt a lot about my 
own reactions when I perceive that I am being criticized, as well as my own hesitancy to 
ask for help. I have since had discussions with a member of the course team about this 
time and it has brought some clarity to what occurred then and how my own reactions 
shaped the dynamic.
There is of course more supervision than just placement supervision. Group supervision 
has been very important to me throughout my training. It has given me great additional 
learning because of its different format where you function within a group and is provided 
with an opportunity to interact with other trainees who are at the same stage of training as 
you. I also think that my fellow trainees have been very helpful for my development in a 
way that supervisors cannot be, just because as trainees they had a perspective that was 
different from someone who has worked as a professional for many years. In sum, what 
has been important with each of my supervisory experiences is that they have presented 
me with different points of view and therefore encouraged me to reflect on where my own 
viewpoint stems from and to search for different angles to one situation.
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My development as a practitioner
I feel that each therapeutic model that I have learnt during the course has added 
significant aspects to my practice. Although I favour the cognitive behavioural approach,
I recognise that both the person-centred and psychodynamic models have enriched my 
understanding and made me grow as a therapist. Therefore I would like to show how 
these three approaches have influenced my development.
Year 1: Practicing Person-Centred Therapy
My first placement was in a GP surgery on the outskirts of a large city. The psychology 
service where I worked offered short-term person-centred therapy (PCT). Working with 
PCT came easily to me, as it felt very much on par with my own views regarding each 
individual’s innate motion towards personal growth. There is an optimism and faith in 
humankind that I found appealing. However, I had struggles with the theory during this 
period. At times I felt frustrated with what I then felt was the simplistic scope of the 
theory. As a budding therapist I wanted answers on how to do things, and the lack of 
prescriptiveness in PCT felt bewildering. The constant reminders to concentrate on the 
core conditions and the therapeutic relationship whatever the client’s complaint felt 
dissatisfying at a time when I wanted specific advice. However, I came to realise how 
important the PCT way of working was. Whilst I had wanted to learn techniques, what 
was most important was to first understand and then to develop a healthy therapeutic 
relationship. This can be illustrated in the work with one of my clients, Mrs. Patterson. 
She was a 40-year white, American female who had been referred for depression caused 
by workplace bullying. I saw her for eight sessions. Mrs. Patterson had experienced 
ridicule and ostracism by her co-workers for three years. When growing up, Mrs. 
Patterson had experienced numerous accounts of loss and rejection. At first her mother 
had left the family home when she was eight years old, and a few years later her father 
did the same. Mrs. Patterson was then sent to live with various relatives. It appeared that 
Mrs. Patterson fostered the belief that if she did something that her carers disapproved of 
she would be sent to stay with someone else. It also seemed that Mrs. Patterson had
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difficulty being congruent about anger or feelings of sadness due to the conditional regard 
she had experienced when growing up. I therefore saw it as my main task to show and 
communicate an unconditional positive regard to her. This is in accordance with Rogers 
(1967) who states that it is necessary not just to have an empathie and unconditional 
stance towards clients, but one also needs to communicate this. I used my reflective skills 
frequently to show her that I had understood what she was telling me and that I was there 
for her. I felt this was important due to Mrs. Patterson’s history of loss. This was also a 
reason why the therapeutic relationship was important. Although Mrs. Patterson told me 
snippets of her upbringing, the sessions focused mostly on incidents of various events that 
had happened to her at work. She would go over them again and again. One of the 
central tenets in PCT is to let the client decide the direction of the work. This is because 
the organismic self will strive towards self-actualisation when provided with the core 
conditions (Barrett-Lennard, 1998). However, it felt to me that we had stagnated and I 
felt frustrated when not noticing any movement. This posed a difficulty in terms of the 
therapeutic relationship as it became difficult for me to show unconditional positive 
regard for Mrs. Patterson. In order to remedy this I turned to supervision as well as the 
research literature. Exploring my feelings towards the client in supervision helped. It 
also increased my understanding when reading that people who have undergone a trauma 
may feel a need to repeatedly talk about their trauma in order to emotionally process it 
(Cammed, 2006). This helped me to better understand Mrs. Patterson’s need and I 
became better able to empathise with her. Towards the end of therapy she was about to 
start a new job. She expressed fear that she would once again become a target of 
bullying. I felt it was a sign that Mrs. Patterson felt held by my empathy as she was then 
able to explore her fears as well as reflect on what new strengths she had developed to 
deal with new difficult situations.
Year 2: Practicing psychodynamic therapy
In the second year I worked in another GP surgery, this time located in an inner city area. 
Clients were offered 15 sessions of psychodynamic therapy. My work included using the 
therapeutic relationship and the transference/countertransference as the focus of therapy.
52
Therapeutic practice dossier -  Final clinical paper
I used Malan’s triangles (Malan, 1979) as a tool to explore the clients’ anxiety, defence 
and hidden feelings. I found this a very usefiil approach that prompted me to continually 
look for what the client may have been unconsciously hiding. There was a very natural 
transfer from my previous humanistic style of working to the psychodynamic approach, 
as there was an emphasis on Winnicottian theory. Winnicott emphasises that the therapist 
needs to show warmth for the client and letting the client develop and learn through 
“play” with them, that is to say for clients to explore issues freely and try out new ways of 
being (Winnicott, 1960). This stance has much in common with a PCT way of working 
although the theoretical backgrounds are very different. After working extensively with 
developing the therapeutic relationship with clients and improving attention to process I 
felt that I was now adding another building block to my ability as therapist. I found it 
very interesting to reflect not just on the client, but on myself and my own 
countertransferential responses to the client. My work can be illustrated by my work with 
Mrs. Greene, a 30-year old white, British female who had been referred for anxiety. Mrs. 
Greene experienced fear of having an allergic reaction to food. This had drastically 
affected her eating and she had lost a significant amount of weight. When we met Mrs. 
Greene told me that she had the role of problem-solver in her family and that her parents 
relied on her for support. This pattern seemed to repeat itself in our sessions. Mrs. 
Greene was very dedicated towards looking at the possible triggers for her anxiety but she 
seemed to being all the work. However, when I was with her I noticed pangs of hunger 
and on several occasions I felt gripped with anxiety as the session was coming towards 
the end. I wondered whether I was experiencing an unconscious communication from the 
client. Therefore I decided to work towards a therapeutic relationship where she could 
feel safe enough to experience this anxiety and talk about it with me. I felt that a feeling 
of containment was important as I hypothesised that Mrs. Greene felt her family’s way of 
dumping their anxieties on her was intolerable and that she therefore feared that she 
would destroy me by revealing her own anxieties. This strategy seemed productive as we 
proceeded to talk about Mrs. Greene’s family. She talked with held-back anger about her 
parents’ constant pressure for her to constantly do works to improve her home. She 
disclosed that one of her mother’s favourite expressions was “You need to do this, in case
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you drop dead tomorrow.” This made me wonder whether Mrs. Greene’s anxiety was in 
fact a death anxiety, and whether she feared that she would be suffocated and destroyed 
by the way that her family were shoving their problems down her throat. I made an 
interpretation about this to Mrs. Greene. My interpretation was based on a my 
formulation derived from Malan’s triangle of conflict where it seemed to me that the 
client presented with death anxiety which was defended against by using rationalisation 
and viewing the anxiety as a fear of having an allergic reaction. My approach was 
supported by McCollough and Andrews (2001) who recommend the use of Malan’s 
triangles when treating clients with anxiety disorders. What seemed to be the hidden 
feeling, the last point of the triangle, actually appeared to be anger. This turned out to be 
a turning point in therapy. She acknowledged that she felt overwhelmed by her parents’ 
demands and became able to express anger towards them. Our interaction in the sessions 
also changed. Instead of just using the sessions for problem solving she began to use 
them as a free space to explore her own thoughts and emotions. Gradually she became 
able to eat more, something I viewed as a sign that therapy had been beneficial to her 
since this was the initial presenting problem.
Year 3: Practicing cognitive behavioural therapy
In my third year I worked in a substance misuse service, as a part of a multidisciplinary 
team comprised of nurses, psychiatrists, and occupational therapists. Having spent two 
years in placements where I worked independently it was stimulating to discuss issues 
with different professionals. There where some difficulties however. Despite cognitive 
behaviour therapy (CBT) being my preferred working model I felt that the transition from 
practicing psychodynamic therapy was difficult. I felt a pressure to make a definite break 
with my therapeutic style from the previous year, but found that in reality this did not 
occur. I struggled very hard to be a “pure” CBT practitioner. Discussions with my 
supervisor about my feeling that I had to disassociate myself from other models proved 
useful. He questioned whether there was a need for me make such a definite cut. Now I 
feel that both psychodynamic therapy and CBT are models that have contributed to my
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identity as a practitioner and are therefore models that I acknowledge and cannot break 
from.
In order to describe my work further I will write about the therapy of Mr. Jones, a 49-year 
old white, British male who had had a history of alcohol dependence. He had been 
referred by his key worker due to social anxiety. Mr. Jones described how he had been 
anxious for much of his life but told me that the anxiety had worsened since he became 
abstinent from alcohol six months earlier. A structured CBT approach was chosen as 
therapeutic approach as this has been found to be highly effective in treating social 
anxiety (Hambrick, Weeks, Harb & Heimberg, 2003). Mr. Jones identified the issue he 
felt was most pressing as communicating with his colleagues at work. Together we 
worked out a plan to reach this goal by working on increasingly more difficult steps. It 
appeared that Mr. Jones had developed a sense of defectiveness as a child when he had 
been diagnosed with dyslexia, something that he took as evidence of failure. It also 
appeared that he had become vigilant for threats at an early age due to the physical abuse 
that his father subjected him to. As an adult it seemed that Mr. Jones coped by avoiding 
any situation that he perceived as anxiety-provoking. This seemed to have maintained his 
anxiety. In therapy we started working at implementing the structured program that we 
had agreed on. Mr. Jones did not comply well with his homework tasks, something he 
blamed on being busy at work. This was particularly the case with thought records. In 
response to his difficulty I asked him to do the thought records in the session instead. 
Soon after this began Mr. Jones, who had always been very punctual, started arriving late. 
This made me concerned and I took some time to reflect on the dynamic between us. 
While at first I had taken Mr. Jones explanation of his workload at face value, I now 
began to wonder whether he felt uncomfortable about the thought records. It also struck 
me that a person who suffered from social anxiety may have found it daunting to tell me 
that he did not want to do thought records. I also began to question whether my rigidly 
structured approach was appropriate for Mr. Jones. I decided to bring up the issue of the 
thought records with Mr. Jones. It transpired that Mr. Jones’ core belief regarding his 
own deficiency mad him feel inadequate when he filled them in and therefore avoided
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doing them. We also discussed whether he would find it helpful to have some space in 
each session to explore fi*eely things that had happened to him during the week. This is 
supported by the findings by Hughes (2002) who states that working only with cognitions 
in social anxiety does not lead to optimum results and that it is important for clients to 
have space to bring what they feel is pertinent to the session. This seemed to improve our 
work and Mr. Jones started using sessions more fiilly again.
My stance as a practitioner
As I have described in the previous section about my development as a practitioner, each 
model has added something valuable for my growth. Regardless of whether this concerns 
the core conditions, transference or core beliefs it would be impossible for me to distance 
myself fi'om them. Of course by not rejecting any of these elements I am left with certain 
conflicts between the models where they seem to contradict each other. Examples of this 
is person-centred client-lead sessions as compared with CBT goal-focused sessions, the 
psychodynamic focus on the unconscious compared with CBT where conscious scrutiny 
of one’s thoughts is key. There are of course many more examples. I believe it will not 
be possible to find a solution to all of these discrepancies. However, I do believe that 
these three models have much in common, and most importantly that many of the central 
tenets are not that far from each other. For instance, while transference and core beliefs 
are described in veiy different ways by their respective theorists, they are both explaining 
how the client views their world (Bauer & Kobos, 1987; Harvey, 2004). It is also my 
belief that the needs of the client are more important than the dictates of a model. By this 
I mean that rather than rigidly following one specific model I would look at what the 
needs of the client are and design interventions based on this that may be taken from any 
of the models. This is not to say that I do not believe in a thorough knowledge of the 
theory. I believe that in order to become a proficient practitioner you need to know each 
model in-depth before you can depart from its teachings.
In terms of my practice, I see CBT as my starting point in terms of conceptualising the 
client’s problems. Yet I do not adhere only to CBT and feel that there are important
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contributions from other models. CBT is my preferred working model as it is very 
holistic in its view of the presenting problem in terms of cognitive, behavioural, 
emotional and physiological factors (Greenberger & Padesky, 1995). A fiirther reason for 
my preference for CBT lies in its very pragmatic approach. Many other types of therapy 
focus almost exhaustively on what happens in the consulting room. While the presenting 
problem will undoubtedly surface in the consulting room it is important to also examine it 
in a natural situation. CBT provides much more than just a discussion as it incorporates 
diaries, behavioural experiments, etc. Thus it brings therapy into action and allows the 
client to explore not just by talking, but also by doing. While CBT has been recognised 
for its benefits for clients with anxiety, depression and obsessive-compulsive disorder 
(Labrecque, Dugas, Marchand & Letarte, 2006; Christensen, Griffiths, Mackinnon, & 
Brittliffe, 2006; Allen, 2006) I still believe that CBT has limitations in its use. For 
instance, Rachman (1993) has found that clients who have difficulty identifying their 
cognitions tend not to benefit from CBT. This is why I believe that it would be difficult 
for me to use solely one model in my work. When clients find it difficult to work with 
CBT for example because of the reasons stated above I believe that I need to find 
additional ways of working that may benefit them. This is where I would employ my 
skills from other models. In this sense I feel that my additional knowledge of humanistic 
and psychodynamic therapy provides me with tools that I can use when CBT does not 
provide an adequate answer to a client’s problems. For instance, the work with 
transference has been important to me and I do not think that I can practice fully without 
the additional information that the information that the analysis of transference gives me. 
Therefore I see less of a need to adhere to the demands of a certain school of therapeutic 
thought and more to identifying what it is that the client is lacking at that moment. I feel 
that it should be the client’s situation that dictates how I practice.
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Introduction to the research dossier
The three research papers which follow are all focused on workplace bullying. This is 
something which is all too common in workplaces around the country and I therefore felt 
it was suitable to dedicate my research to this. The following papers aim to provide an 
insight into this topic by providing studies using different investigation techniques.
Firstly there is a literature review investigating the effect of workplace bullying on self­
esteem. This aims to give the reader an overview of the research produced on workplace 
bullying as well as self-esteem. Secondly there is a qualitative study investigating 
workplace bullying targets’ perception of bystanders. This study explores how targets 
view individuals who are not directly involved in the bullying behaviour. The final paper 
is a quantitative study that examines the nature of both positive and negative relationships 
in the workplace bullying context and how these are construed by workplace bullying 
targets.
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The Effect of Workplace Bullying on Self-Esteem 
Sara Lovgren 
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ABSTRACT: This literature review investigates the effect of workplace bullying on self­
esteem. Different types of bullying behaviour are investigated with emphasis on 
ostracism and verbal aggression. Noting the lack of consensus in definitions of bullying 
this paper proposes a new definition emphasising the occurrence of indirect aggression in 
bullying. Furthermore the concept of self-esteem is reviewed. The paper takes a critical 
stance towards the unitary view of self-esteem. Evidence for multidimensional self­
esteem was presented. It is shown that different types of bullying have impacts on 
different types of self-esteem. Lastly, recommendations are made for therapeutic 
practice, emphasising the importance of an extensive assessment and the development of 
a strong therapeutic relationship.
Keywords: Workplace bullying, self-esteem, Rosenberg Self-Esteem Scale
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In today’s society people spend a large part of their day in their workplace. Work and the 
environment there can be a source of satisfaction and can even be important to one’s 
identity (Aronson, 2005). However, in some instances the situation at work is quite 
different. Some people are singled out for various reasons and become the target of their 
colleagues’ aggressive behaviour, such as bullying. This behaviour can take the form of 
yelling, refusal to delegate work, unsubstantiated criticism, ridicule, isolation and attacks 
on the target’s self-esteem (Baron & Neuman, 1996). Workplace bullying has been 
identified as one of the fastest growing problems in the workplace by the International 
Labor Organization (Chappell & Di Martino, 1998). It affects a range of work contexts 
from a university environment (Bjorkqvist, Osterman & Hjelt-Back, 1994) to the NHS 
(Quine, 1999). Despite this, incidents of bullying often go unreported and are less often 
reported than instances of workplace violence (Neuman & Baron, 1998). As the impact 
on victims of workplace bullying is severe and can include depression, lack of confidence 
and obsessive thoughts (Namie & Namie, 2000), this is very problematic. Most notably 
bullying has a severe effect on self-esteem (Hoover & Hazier, 1991). A common 
characteristic of bullying behaviours such as verbal abuse, rumour spreading and social 
exclusion is that they are designed to demean the target. As the very target of bullies is to 
make the victim feel bad about themselves this may impact on the target’s self-esteem. 
Bullying is a very complex situation with a number of people involved (bullies, victims 
and bystanders) and there is a number of factors present such as the target’s reaction to 
the bully, the bystanders’ intervening or not etc. However, one factor keeps recurring in 
the bullying situation -  self-esteem. Self-esteem plays a role in determining who is 
victimised (Ma, Stevin & Mah, 2001), it may be the reason why the bully needs someone 
to pick on (Kokkinos & Panayiotou, 2004) and it is one of the explanations to why 
bystanders do not speak out (Wilson, 1976). However, one of the most notable and 
deplorable connections self-esteem has with bullying is that a person’s confidence can be 
severely damaged by this type of aggression (O’Moore & Kirkham, 2001). There is well- 
documented evidence that workplace bullying affects self-esteem. For instance Hawker 
and Boulton (2000) found that victimisation in the workplace related strongly to lower 
self-esteem and depression. This was supported by Ma, Stewin and Mah (2001). Similar
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findings were reported by Price-Spratlen (1995) who found that workers showed lower 
levels of self-confidence after episodes of workplace aggression.
Because of this the aim of this literature review is to understand in what way workplace 
bullying affects self esteem. This will be done by examining the complex relationships 
between the two concepts and thus investigating how different bullying behaviours may 
each impact on different types of self-esteem.
This review will begin by defining the two major concepts in this literature review -self­
esteem first, and then bullying. After this bullying will be more thoroughly investigated 
by looking at specific aggressive behaviours. Then evidence supporting the existence of 
multidimensional self-esteem is presented. Following this the two concepts are analysed 
by determining the impact of bullying on subtypes of self-esteem. Lastly some 
recommendations for therapeutic practice are given.
Self-esteem
This section will begin by looking at the development of the concept of self-esteem.
It was first defined by James (1890) as the unchanging feeling of worth, value and 
acceptance of the self that one holds in the face of changes in environmental 
circumstances. This view of self-esteem was developed into a more social concept by 
Cooley (1902). According to Cooley, the self has several aspects, social self being the 
most important one. The social self arises from the individual’s observations of how 
others react to the self. This means that people learn to define themselves fi'om the way 
that other people define them. This has been termed the “looking-glass self’. Although it 
may be true that many people are sensitive to others’ opinion of themselves, it is not 
likely that this is the sole contributor to self-esteem. However, Cooley did contribute the 
idea that self-esteem may not be static, making it evolve further than James’ definition 
(1890).
A theory which can be seen as somewhat related to Cooley’s is Higgins Disparity Model 
of Self-Esteem (1983). It is also concerned with evaluation, although the emphasis is on
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the individual evaluation of him/herself. Higgins postulated that there were three types of 
self-conceptions: the actual self (that performs tasks), the ideal self (representing what the 
individual sees as the ideal) and the ought self (what the person expects to achieve). 
Discrepancies between these self-conceptions create discomfort. There is evidence to 
support the idea that discrepancy between actual and ideal self predicts self-esteem 
(Moretti & Higgins, 1990). Higgins made an important contribution in acknowledging 
the impact of self-evaluation on self-esteem. This view of self-esteem is similar to 
James’ (1890) in that it is construed independently of external influences. However it is 
possible that one’s ideal self is created with societal norms in mind. Evaluating Higgins’ 
theory, one finds that it must be difficult to generalise findings by this model as ought and 
ideal Selves are very specific to the individual and may not have the same impact in other 
people.
As one can see, there are various answers to the question of what self-esteem is, although 
the core components have some common elements. In the sixties an author who would be 
very influential started to develop his theory of self-esteem, namely Rosenberg. He 
believed that self-esteem is a feeling of respect (or lack thereof) for the self regardless of 
achievements or characteristics one possesses (Rosenberg, 1965). Rosenberg has been 
particularly influential in the field of self-esteem as he developed the Rosenberg Self- 
Esteem Scale (RSES) (Rosenberg, 1965). This scale is used extensively in studies 
measuring self-esteem (Gudjonsson & Sigurdsson, 2003). The RSES will be accorded 
further attention later in the review. Having had a look at self-esteem it is now time to 
turn to the core theme in this paper, namely bullying.
Before investigating the concept of workplace bullying, here is a brief examination of the 
term of bullying per se. As mentioned, one of the problems with bullying is that it has a 
variety of definitions. The definition by Einarsen (2000) has been widely quoted due to 
his pioneering work in the area. He described workplace bullying as being when 
someone, persistently over a period of time, is on the receiving end of negative actions 
from one or several others, in a situation where the target may have difficulties defending
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him- or herself. Einarsen based this definition on a review of the European literature of 
bullying. Examples of other definitions are: Dysfunctional personal interactions among 
individuals involving abusive and intimidating behaviour designed to demean the target 
(Bjorkqvist, Osterman & Hjelt-Back, 1994), “Bullying is characterised by the following 
three criteria: (1) it is aggressive behaviour or intentional ‘harmdoing’ (2) which is 
carried out repeatedly and over time (3) in an interpersonal relationship characterised by 
imbalance of power.” (Olweus, 1999, pp. 10-11), “Bullying is the aggressive behavior 
arising fi'om the deliberate intent to cause physical or psychological distress to others.” 
(Randall, 1997, p.4). When comparing these definitions an element of power emerges. 
This power is in terms of the influence of the aggressor on the victim and the ability of 
the victim to withstand this influence. In Einarsen’s definition the power element is 
illustrated by the inability of the victim to defend him/herself. This implies more power 
for the aggressors. This imbalance in power is also named in Olweus’ definition. The 
demeaning of the target pointed out by Bjorkqvist et al. also implies that the perpetrators 
aim to diminish the target and thereby reduce his/her power.
With regards to what bullying actually entails, all of the definitions are vague. This is 
understandable as bullying has a wide range of expressions (Smith, Cowie, Olafsson & 
Liefooghe, 2002). This is not very useful when it comes to understanding what bullying 
is though. Randall makes a useful distinction between physical and psychological aspects 
of bullying which would provide a better understanding of bullying behaviour. Although 
these definitions give important knowledge about bullying, there are some aspects which 
have been left out. Examples of this is the lack of acknowledgement of the multitude of 
expressions bullying may take. Another overseen factor is the difficulty for the victim to 
prove that aggressive behaviour was a conscious effort to inflict pain in the victim. 
Previous definitions talk about an imbalance of power but they do not define what the 
power of the bullies is, nor do they define what constitutes the powerlessness of the 
victim. In order to address these issues, this paper proposes a new definition of bullying:
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Bullying consists o f aggressive behaviour by a number o f individuals towards 
another (or several) individuals. The aggressive behaviour may simultaneously take a 
number o f expressions such as indirect aggression (e.g. ostracism, rumour spreading ) 
and direct aggression (verbal aggression, physical aggression). In bullying there is an 
imbalance o f power in that it is difficult to prove that the aggressive behaviour was 
intended to cause hurt to the receiver. This gives the perpetrators the advantage o f using 
this behaviour with little fear o f being reprimanded.
Bullying
Having defined what is meant by bullying the review will now look at bullying. This 
research tradition started by studying school bullying. Hence, much of what is known 
about general bullying stems from findings concerning this type of aggression in schools. 
An important finding in school bullying was the distinction between direct and indirect 
aggression (Bjorkqvist, Lagerspetz & Kaukiainen, 1992). Physical aggression and 
behaviour with a clear intent to hurt the target are labelled direct aggression. Indirect 
aggression on the other hand, is a type of aggression where it is not apparent to third 
parties that the perpetrator intended to hurt the victim, thus avoiding blame. An example 
of this includes hurtful talk behind someone’s back (Owens, Shute & Slee, 2000).
Talking behind someone’s back is indirect aggression in that on the surface it may just 
seem like gossip (gossip is not seen as aggressive behaviour) but the aim of the 
deprecatory talk may be to alienate the targeted person from the group. If this is the case 
the aim was to inflict pain upon the target, something which is an example of aggression. 
Indirect aggression requires advanced cognitive skills and therefore increases with 
children’s age.
As opposed to children, adults who have developed fully cognitively have more 
sophisticated means of bullying. This leads to workplace bullying employing a high 
degree of indirect aggression. This disempowers the victim, making it difficult to ask for 
help as it is impossible to say that the bullying actions were committed intentionally. It 
can be very difficult for victims to substantiate their complaints.
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Furthermore, as specified in Einarsen’s (1999) definition of bullying, workplace bullies 
may abuse situations of power such as giving victims tedious work tasks or withholding 
promotion (Einarsen, 2000). At work, managers, supervisors etc. have power over 
workers and may therefore use this power as a tool of indirect aggression. There are of 
course types of power other than formal power, such as status, expertise in one’s field and 
having worked the longest in the workplace. These types of power can have an additional 
influence on the situation at work.
Types of bullying
It is now time to look more closely at some types of bullying behaviours that occur in 
workplaces. Firstly, one very common form is social exclusion. This has been defined as 
being ignored and excluded while in the presence of others (Williams, 1997). Examples 
include avoiding contact with the target, as well as avoiding verbal communication, eye 
contact and physical touch (Williams et al. 2000). Ostracism is ambiguous, in a way that 
the target may not be sure if they are imagining the exclusion or if it is actually taking 
place. This ambiguity makes it difficult for the victim to fight back or elicit help fi'om 
external sources as it is impossible to find evidence that one’s suspicions are true. Even if 
the target clearly understands that he/she is being ostracized, he/she will not know why.
As there is no communication with the target, the group will not disclose the reason why 
the person is excluded. This will lead the target to ask themselves why they are subjected 
to this treatment. Searching for the all possible offences the target may have committed 
will lead to a long list of things the target thinks he/she has done wrong. This rumination 
over negative qualities in oneself may lead the target to acquire low self-esteem 
(Williams, Bemieri, Faulkner, Gada-Jain & Grahe, 2000). The effect of ostracism on 
self-esteem is robust and has been found in numerous studies (Williams, 1997; Williams, 
Cheung & Choi, 2000). Williams et al. (2000) conducted a phenomenological study of 
ostracism where each of the authors was ostracised by the other authors for one day at 
work. It was found that when ostracized, the authors felt disconnected from the group, 
frustrated and doubted the value of their work contributions. This study provides a rare
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first-hand account of the experience of being ostracized. Of course it cannot provide an 
exact account of ostracism as it was clear that the ostracism was not a punishment for the 
authors committing an offence in the eyes of the group. However, the strong reaction of 
each of the participants, even though it was understood that the exclusion was part of an 
experiment, illustrates just how painfiil ostracism can be.
A second type of bullying behaviour is teasing or verbal aggression. Like many bullying 
behaviours, it is difficult to prove whether the intent of this behaviour was to hurt the 
target. However sometimes teasing may be a direct type of aggression (Bjorkquist, 
Lagerspetz & Kaukiainen, 1992), where the intention is clear. Teasing has been defined 
as “A personal communication, directed by an agent toward a target, that includes three 
components: aggression, humour and ambiguity” (Shapiro, Baumeister & Kessler, 1991, 
p. 460). Teasing may target a person’s skills, appearance or identity (Alberts, Kellar- 
Guenther & Gorman, 1996). Research has shown that the consequences of teasing may 
be very long-lasting, with painful memories of teasing lasting for life (Crozier & 
Skliopidou, 2002). While teasing must have an extra impact on a child or adolescent who 
is still forming their identity, one learns from this study the far-reaching consequences 
that name-calling can have. The psychological impact of teasing is something which 
generalises to adults as well (Keltner, Young, Heerey, Oermig & Monarch, 1998). 
Research shows that certain types of teasing, particularly teasing related to competence 
and appearance, may have a negative impact on self-esteem (Gleason, Alexander & 
Somers, 2000). This finding is particularly important when considering workplace 
bullying as one’s work is closely connected with one’s sense of worth (Viney & Tych, 
1985). This means that teasing about a person’s competence at work may have severe 
consequences for their self-esteem.
[I feel my interest in this topic goes hack a long way. In particular I  feel that bullying has 
been a part o f the setting in my life at various points. But when I  count aggression in 
their various forms it really feels like they are constantly there. Especially at school, it 
seemed that there was always someone who was the target o f this type o f this painful
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attention. But one thing I  have leamt from doing this review is that bullying, despite all 
the media attention, still is something targets o f bullying feel ashamed to talk about. I  
thought I  would be able to leave all that behind once I  finished school. To my horror I  
found that it was present at the post office where I  worked during summer vacations. It 
was despicable to see adults behave in the same way children had at school. I  think 
sometimes school bullying is excused with ’‘they are children, they don Y know what they 
are doing”, so then to see the exact same thing repeated in workplaces is beyond belief.
The reason Ifind bullying particularly upsetting is that it has such long-term 
consequences. What you have experienced will stay with you for life. It can be incredibly 
painful and really affect the way you relate to people. When I  started my placement, one 
o f the very first clients I  had was a victim o f workplace bullying. The pain I  could sense 
in her was very intense. When talking to her, it became clear to me how complex the 
whole situation was and how it may be very difficult for a person without an extensive 
overview over the whole situation to see that the pattern o f all o f these separate incidents 
were to target the victim and cause her pain.
When considering bullying, it strikes me how destructive the whole situation is. There are 
only losers. During my research I  have read about school bullies going on to be 
workplace bullies or even delinquents, victims suffering from low self-esteem, depression 
and even PTSD, and bystanders who are in constant fear o f being victimised themselves. 
This is so unnecessary. It is ironic that so much attention is given to the victim, when it is 
actually every single person present in the situation that is affected.]
Self-Esteem
Having finished the consideration of bullying it is now time to return to the question of 
self-esteem. Firstly uni-dimensional and multi-dimensional self-esteem will be defined.
A review of evidence of multi-dimensional self-esteem then follows, after which there 
will be a consideration of one of the most commonly used measures of self-esteem, the 
Rosenberg Self-Esteem Scale (RSES). The findings in this section will then be applied to
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a bullying perspective in order to investigate how different types of bullying affect 
different types of self-esteem. As already mentioned, the RSES conceptualises self­
esteem as uni-dimensional and measures what is referred to as global self-esteem 
(Rosenberg, 1965). As the RSES has such a prominent place when it comes to measuring 
self-esteem, it will be accorded special attention in the following section, where its 
benefits and limitations will be discussed.
Gecas (1982) defined self-esteem differently fi*om Rosenberg, in that he found that self­
esteem was made up of two parts, competence-based self-esteem and morality-based self­
esteem.
The contribution by Gecas was an important one in that it introduced a new notion to the 
research, that of self-esteem being multi-dimensional. A uni-dimensional 
conceptualisation of self-esteem regards it as a single item which will influence the 
person in the same way in all the different situations the person faces (Tomas & Oliver, 
1999). This means that the person is perceived as having the same level of self-esteem 
when it comes to, for instance, cognitive ability and physical aptitude. Conceptualising 
self-esteem as multi-dimensional means that self-esteem is seen as having different sub­
scales which are independent fi*om each other (Guindon, 2002). Each sub-scale 
designates a certain subtype of self-esteem. These sub-scales may vary in level of self­
esteem. Returning to the example just used concerning cognitive and physical ability, in 
multi-dimensional self-esteem the two may be seen as being separate subscales. This 
means that a person may have high cognitive self-esteem but low physical self-esteem. In 
practical terms, a person may be very confident about their ability to pass an exam, but 
feel insecure about their chances of doing well in a sporting competition.
There are authors who reject the idea of self-esteem as a single concept and they even 
argue that when using measurements that only assess one dimension, no valuable 
information will be found as such a measurement will miss out on subscale variations 
(Guindon, 2002). When illustrating the idea of multi-dimensional self-esteem, a study by 
Vallerand, Pelletier and Gagné (1991) provides a good example. They conducted two
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experiments using first talented and normal students and secondly talented and normal 
swimmers. In both studies, global self-esteem, cognitive self-esteem, social self-esteem 
and physical self-esteem were measured. In the first study it was found that the 
difference between talented and normal students was on the scale of cognitive self­
esteem. There was no difference in global self-esteem between the two groups. In the 
second study the only difference between talented swimmers and normal swimmers was 
that talented swimmers had higher physical self-esteem. There was no difference in 
global self-esteem here either. This finding shows how specific self-esteem scales 
captured variations where the global self-esteem scale did not. The study can be 
criticized for the selection of participants. They were aged between 10 and 13, an age 
where children are still developing and may have a very vulnerable self-esteem, thus not 
providing a very representative sample (White, 1994). However, there is still a clear 
indication that different types of self-esteem exist. This division of types of self-esteem is 
important to remember when it comes to bullying, due to the various types of bullying. 
This question will receive further attention later in this paper. There is further evidence to 
support multi-dimensional self-esteem. For instance, two low self-esteem subscales -  
self-doubt and submissiveness -  have been identified in the Minnesota Multiphasic 
Personality Inventory (2"  ^edition) (MMPI-2) (Ben-Porath and Sherwood, 1993).
Another study found three subscales -  ineptitude, negative self-value and negative 
comparison to others (Brems & Lloyd, 1995). These conflicting findings suggest that it 
may be difficult to identify exactly which subscales exist, but they both support the 
existence of subtypes of self-esteem.
Another type of self-esteem which has received considerable attention in the field of 
eating disorders is body-esteem. Body-esteem refers to the way an individual evaluates 
his/her body and appearance (Mendelson, Mendelson & White, 2001). This type of self­
esteem is something which is highly relevant in the study of the effect of bullying on self­
esteem as victims may be targeted because of some physical characteristic, for instance, 
being obese. How much body-esteem the victim has may then mediate how sensitive 
they are about remarks about this aspect and how painful it may be for them. Of course
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workplace bullying does not target physical appearance as much as school bullying does. 
However, body-esteem provides a good illustration of the multi-dimensional quality of 
self-esteem and its role in bullying.
Having looked at self-esteem and the evidence for multi-dimensionality of self-esteem, it 
is now time to look at the RSES. It is a very short measure with ten items, some of which 
are positively worded (e.g. “On the whole, I am satisfied with myself.”) and others 
negatively worded (e.g. “I certainly feel useless at times.”). Each item is rated on a Likert 
type scale of four or five points fi*om “strongly agree” to “strongly disagree”. The scale is 
immensely popular and has been used in one quarter of studies using self-esteem 
measures since its publication (Blaskovich & Tomaka, 1991). It has been used in studies 
ranging from eating disorders (Gilbert & Meyer, 2005) to help-seeking behaviour (Sears, 
2004). As explained previously, the RSES conceptualises self-esteem as being uni­
dimensional. Having viewed the numerous evidence in the previous sections it thus 
seems that the view of self-esteem as being uni-dimensional does not hold. There has 
been much controversy with regards to the RSES being uni- or multi-dimensional, with 
several studies arguing either for or against (e.g. Shahani, Dipboye & Phillips, 1990; 
Tomas & Oliver, 1999). When performing factor-analysis on the RSES, it has been 
found that positively worded items tend to load on one factor and negatively worded 
items on another. It has therefore been suggested that there is a dimension of positive 
self-esteem and another of negative self-esteem (Marsh, 1996). However, this type of 
division of self-esteem has been largely refiited. Marsh (1996) questioned that negative 
and positive self-esteem were independent constructs and argued that they were a product 
of the response style associated with positive or negative wordings of items of the RSES. 
The bi-factorial structure found was not a result of the RSES having two subscales. 
Instead it seemed like the two dimensions were a result of the way that the questionnaire 
was phrased. This seems like a rather simplistic explanation. Furthermore, this 
dichotomy of self-esteem where positive and negative are separated is not reflected in real 
life where it is possible to have a more balanced view of oneself and things are not 
divided into certain items being all positive and other items all negative. Even if the
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positive/negative self-esteem scales have been refuted that does not mean that other types 
of subscales do not exist. Tafarodi and Swann (1995) investigated the RSES using factor 
analysis. They found that the RSES was composed of two subscales indicating self-liking 
and self-competence. The existence of these subscales was confirmed by structural 
analysis of the RSES.
As seen in the beginning of this section there exists a multitude of definitions of self­
esteem. The difficulty in converging these into a common definition of the concept may 
be because of the multidimensionality of self-esteem. This was further evidenced by the 
studies pointing to several subscales of self-esteem and the findings of multiple factors in 
the RSES. It is regrettable that the RSES is so influential in its field as researchers do not 
seem to be preoccupied with the definition and conceptualisation of self-esteem, but are 
still content to use it as it is easy to administer and quick to score. While the evidence 
presented here provides legitimate information about cognitive processes, it does not 
provide a complete picture. Therefore more research is needed in terms of developing 
models of self-esteem employing subscales and using empirical research to test these.
[When choosing a topic for my literature review I  was particularly interested in self­
esteem. The reason for my interest is that through my experience at my placement it has 
struck me how so many psychological problems faced by my clients boiled down to self­
esteem or self-doubt. It seemed like self-esteem was a very important issue, and so I  
wanted to know more about it. Not only that, the power o f self-esteem intrigued me. It 
can be terribly incapacitating and is extremely painful to those who are suffering from  
low self-esteem. I  wanted to understand better what self-esteem was so I  could use that in 
my practice. I  feel that self-esteem is o f immense importance and that it affects most o f  
our thoughts and behaviour.
Self-esteem is also a topic which is much talked about. It is so frequently used that 
everybody assumes they know what it is. This is happening to the degree where people 
are no longer asking themselves what the proper definition is. This even includes
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researchers. When doing the research for this literature review it was shocking to find a 
high number o f studies employing the concept o f self-esteem without really stopping to 
reflect on what it actually meant. Therefore it feels important to take some time to 
examine the properties o f self-esteem in order to encourage more discussion about this 
construct.
When reading about self-esteem Ifound a conceptualisation o f i f  that I  did not agree with. 
Global self-esteem went against all I  had personally experienced. Ifound that I  very 
rarely had a stable level o f self-esteem across all aspects o f my life. On the contrary I  
could have extremely good self-esteem in certain areas and very poor self-esteem in other 
areas. The Rosenberg concept did not make sense to me. Therefore I  decided to explore 
the evidence for multi-dimensional self-esteem.]
Relationship between bullying and self-esteem
After having reviewed bullying and self-esteem separately, it is finally time to put the two 
ideas together. This will be done by singling out two types of bullying behaviour and 
investigating the impact each of them has on self-esteem. This study recognises that 
subscales of self-esteem are well represented by the findings of Vallerand, Pelletier and 
Gagné (1991) namely, the subdivisions of social, cognitive and physical self-esteem.
This model was chosen for its practical division of self-esteem into categories which 
represent important areas for individuals in today’s society (Uotinen, Suutama & 
Ruoppila, 2003).
The first type of bullying to be investigated in this way is ostracism. As previously 
defined, ostracism or social exclusion operates by shutting an individual out from the 
community of the group, and the group will cease to communicate and acknowledge the 
ostracised individual (Gruter & Master, 1986). Hence, ostracism when used in bullying 
seeks to injure the victim’s sense of belongingness, that is to say that they use social 
means of inflicting pain. In this sense the victim will be without someone to talk to and 
will not experience a sense of belonging in a group. As human beings are social creatures
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these are all things they need in order to feel good about themselves (Gençôz & Ôzlale, 
2004). As a consequence, being denied these things will have an impact on self-esteem 
(Goodwin, Costa & Adonu, 2004). As it has been established in this paper that self­
esteem is composed by various components, ostracism is only expected to have an impact 
on one of these scales. This is indeed the case. Gruenewald, Kemeny, Aziz and Fahey 
(2004) found that social exclusion had a negative effect on social self-esteem. This has 
been supported by Williams, Cheung and Choi (2000). Thus ostracism which targets 
social factors has an impact on social self-esteem, but not on cognitive or physical self­
esteem. This illustrates the complex nature of the concept of self-esteem, which is not a 
unitary construct as previously suggested (e.g. Rosenberg, 1965).
Lowered social self-esteem will have an effect on victims by making them less confident 
in social situations and in interactions with other people (Kocovski & Endler, 2000). 
Examples of this may include a lack of confidence in finding a romantic partner (Schafer 
et al., 2004), asserting themselves in a group situation (Spence, Donovan & Brechman- 
Toussaint, 1999) and of course in new work situations (Petrie & Rotheram, 1982). This is 
likely to prove a great handicap to them both professionally and on a personal level. Low 
social self-esteem is also likely to cause the individual distress by making the individual 
doubt their ability in social situations and thus creating anxiety (Izgic, Akyuz, Dogan & 
Kugu, 2004).
Another type of bullying which was brought up was verbal aggression. As previously 
detailed, verbal aggression may take the form of teasing, shouting, mocking the victim 
etc. When investigating its effect on a certain component of self-esteem it is important to 
distinguish it from the previous example of ostracism. In relation to self-esteem, 
ostracism has its influence on only one possible aspect, social self-esteem. This is 
because ostracism is a weapon which uses social means to inflict pain in the target. It 
does not employ cognitive or physical means. Verbal aggression on the other hand is a 
type of aggression which has the power to affect various self-esteem components, 
depending on how it is used. For instance, sarcastic comments about a colleague’s errors
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when presenting projects at meetings may in the long run affect that colleague’s cognitive 
self-esteem, while making fun of a person’s physical appearance may lower their physical 
self-esteem. Thus verbal aggression has the power to induce different effects in the 
victim, depending on which type of self-esteem is targeted. Due to the word limit of this 
review only one of these links will be investigated. Cognitive self-esteem was chosen for 
exploration due to its effect on an individual’s performance in the work environment 
(Chen, Casper & Cortina, 2001).
The link between verbal aggression and cognitive self-esteem works in the following 
manner. When a person’s competence is challenged (e.g. by making a deprecating 
comment about their contribution to the latest work task) that person’s self-identity is 
threatened (Baumeister, 1996). Mitchell, Johnson and Johnson (2002) showed that co­
operation and encouragement lead to increase in cognitive self-esteem. Being denied this 
and receiving the opposite, blunt criticism and negative remarks may then have a negative 
effect on cognitive self-esteem. When this type of comment is heard from several work 
colleagues, it may create a belief that they are right in that the victim is not competent at 
work. The victim may not whole-heartedly believe this, but it is difficult to escape from 
the doubt. “Could they actually be right, maybe I am very bad at my job?” This belief or 
doubt then leads to the person looking for evidence that they are incompetent. Producing 
such a list may then lower cognitive self-esteem (Solomon & Serres, 1999). It must be 
pointed out that while this process may have induced damage to the cognitive self-esteem, 
the physical self-esteem may still be intact. No one has questioned the victim’s physical 
appearance, so therefore this will not be damaged. Apart from having a negative effect 
on cognitive self-esteem, verbal aggression may have further consequences. Firstly, it 
has been shown that the effects on cognitive self-esteem are very long-lasting and may 
follow the person during the entire life time (Downs & Miller, 1998). Furthermore, low 
cognitive self-esteem may be a serious impediment to further career development, and 
thus prohibiting the person from getting a better job (Hamer & Bruch, 1997). This will of 
course have an impact on the person’s financial situation and life style options.
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Self-esteem also plays another role in the dynamic of the bullying situation. Apart from 
being one of the possible outcomes of workplace aggression, self-esteem can determine 
who will be targeted, or setting the scene as it were. Unfortunately it will not be possible 
to dedicate much space to this fact, but it serves to illustrate the complex interaction of 
bullying and self-esteem.
Talking about self-esteem as a victim characteristic is a delicate issue as there is a risk of 
conveying the impression that the victim is to blame for the bullying, since some people 
may think that the fact that the victim possesses certain characteristics means that they 
provoke the aggression. One must underline that this is by no means the case. It is 
inevitable that people in our society all hold certain traits and victims of bullying are no 
exception. What matters is that people who bully single out individuals who happen to 
have a certain trait. This trait will cause the target to react in a certain manner, and this 
type of reaction is something that the aggressor(s) is/are looking for.
When looking at victim characteristics the portrait that is painted in the literature of a 
target of bullying is of a person who is submissive, anxious, physically weak, shy and 
insecure (Schafer, 2004). This tallies well with Olweus’ (1978) categorisation of the 
passive victim. Apart from this Olweus found another victim category, that of the 
provocative victim who was seen as quick-tempered, hyperactive, anxious and defensive. 
These two categories are still in use today, but it is predominantly the passive victim who 
is described in papers, perhaps because this type fits with the stereotypical idea of the 
victim. Provocative victims may not elicit as much compassion and are perhaps 
neglected in research as a result. Returning to the question of self-esteem, it does seem 
that self-esteem is an issue in both passive and provocative victims. The submissiveness, 
insecurity and shyness in passive victims all point to low self-esteem (Schmidt & Fox, 
1995). Defensiveness and anxiousness in the provocative victim are a different 
expression of the same low self-esteem (Boney-McCoy, Gibbons & Gerrard, 1999).
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Low self-esteem may single a potential victim out as different from the rest of the group. 
Low self-esteem becomes apparent by the individual behaving in an insecure, indecisive 
manner and by not asserting him/herself in the group. What low self-esteem will mean to 
a bully is that the individual is not likely to retaliate due to his/her non-assertive 
behaviour, will not have other people to defend him/her (it is likely that low self-esteem 
victims have few friends in the aggressive environment), (Rigby, 1995) and that he/she is 
not likely to ask for help (as the low self-esteem may make them think that no one would 
bother helping them anyway). These factors then signal to aggressors who enjoy 
dominating others that here is an easy target. What is especially worrying is the dynamic 
between the victim and bully. By definition, bullies seek to domineer others (Olweus, 
1995). This is something which gives them a sense of satisfaction. Therefore when 
interacting with a victim who will be very intimidated by their behaviour because of their 
low self-esteem, the victim will behave in a particularly submissive way. This will then 
act as a reinforcer for the bully to continue (Menesini, Melan & Pignatti, 2000). In this 
way the interaction between bully and victim becomes perpetuated. It is a very difficult 
cycle to break as it involves behaviour which lies at the core of the functioning of both 
parties. Having now viewed the effect of bullying on self-esteem it is turn to consider 
what the implications of these findings are on therapeutic practice.
Implications for practice
Lastly in this review it is time to turn the attention to the implications of the current 
findings for therapeutic practice. The main theme which has emerged throughout the 
review is the finding that different types of bullying affect different types of self-esteem 
in different ways. There has also been a recognition of how the bullying affects personal 
relationships. This leads to some important points that need to be considered when 
working with a client who has experienced workplace bullying. These are for instance 
the need to get a comprehensive understanding of the bullying situation, to gauge the 
client’s different areas of self-esteem and the importance of the therapeutic relationship, 
as well as allowing the client to freely express feelings evoked by the bullying.
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To begin with, it was recognised that workplace bullying involves a number of different 
behaviours ranging from being set an overly demanding work task to name-calling. As 
each type of behaviour will have a different effect on the client, and importantly, a 
different effect on different types of self-esteem, it is important to conduct an extensive 
assessment of the situation at the client’s workplace and the type of bullying that 
occurred. The therapist should aim for information which will help develop an 
understanding of in what way the client was targeted and how different bullying 
behaviours made the client feel. Bullying is a complex issue, and the client will have had 
to endure various types of harassment during an extended period of time. During this 
time many instances that have had an impact on the client may have occurred. It is of 
great importance to gain an in-depth knowledge of the client’s experience so therefore it 
is good to dedicate plenty of time to the assessment. The reason this is important is that 
an extensive assessment will then help the therapist form appropriate interventions that 
match the specific need of the client who has had to endure a certain type of bullying 
behaviour. Too short an assessment may not give the client enough opportunity to 
mention all aspects of the bullying. As one shall see later it is also beneficial to give the 
client a lot of space. It is of course impossible to cover all aspects of the bullying episode 
in the assessment, and new material will inevitably surface as the relationship between 
client and therapist grows stronger. However, the more the therapist knows about the 
bullying behaviour the greater the advantage will be in addressing the needs of the client. 
With an extensive knowledge about the client’s experience of bullying the therapist can 
contextualise the client’s experience, something which will help the therapist to show 
greater empathy for the client (Ma, Stevin & Mah, 2001).
It is also important to investigate how long the person has been subject to aggression. If 
the client has been a victim of bullying in school as well as in the workplace, this may 
have a different effect on him/her than if the client has only been targeted in the 
workplace. The impact can be considerable particularly if the client was targeted as a 
child. Childhood experiences can be central to the formation of core beliefs affecting the 
way the client perceives the world (Greenberger & Padesky, 1995). Therefore clients
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who have had bullying as a cemented part of their perception of the world may require 
more long-term and in-depth work, compared with someone who has been bullied for a 
relatively short time as an adult. A client who has only experienced bullying as an adult 
has probably formed a different set of core beliefs where bullying does not figure. Thus 
the experience of aggression at work does not tally with the beliefs about the world or 
others and may therefore be less severe in the effect on the client.
Secondly, the therapist should try to gauge the client’s level of self-esteem in different 
areas such as cognitive, social and physical self-esteem. This may entail exploring the 
client’s belief in their own value and ability with regards to cognitive, physical 
appearance and social areas, as well as their own acceptance of themselves in these areas. 
The importance here is to make a detailed picture of how the client’s self-esteem has been 
affected. A comprehensive assessment as detailed in the previous paragraph will provide 
additional clues to this by aiding the therapist to form a hypothesis in that certain bullying 
behaviours will have an adverse effect on certain types of self-esteem as evidenced in this 
literature review. By gaining a nuanced understanding of the client’s self-esteem the 
therapist will be able to form specific interventions targeting the areas of self-esteem that 
have been affected by the experience. Targeting self-esteem as a unified concept is too 
general and will not benefit the client as it fails to identify the areas that need to be 
addressed (Harter, 1982). Tiying to raise self-esteem in areas where it is not needed may 
be counterproductive as it will be experienced as unnecessary by the client and he/she 
may even feel a lack of understanding by the therapist. It is important to understand that 
the client may still have high self-esteem in certain areas. The task is then to aim to find a 
way to raise the self-esteem in the remaining areas.
From this it follows that it is a good idea to gain an understanding of what the client feels 
about their own self-esteem. How does the client feel that low self-esteem is impacting 
on daily life? What does the client feel is the most pressing issue for him/her?
One also has to take into account the client’s functioning and vulnerabilities before the 
episode of bullying. Then it is possible to understand how a person has reacted to the
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bullying and to what extent self-esteem has been damaged. As discussed in the previous 
section of the review, some victims are targeted because of their low self-esteem, so it is 
possible that clients already had a negative view of themselves beforehand. This group of 
clients may be differently affected than clients who started out with relatively high self­
esteem in that they may be more likely to blame themselves for what has happened.
A third point for therapists is to give particular attention to the therapeutic relationship 
when working with this type of clients. The therapeutic relationship is regarded as a vital 
part of therapy in counselling psychology (McLeod, 2003). The therapeutic relationship 
provides an important tool in improving the situation for the client. As pointed out in the 
section describing bullying behaviours, ostracism is a very common expression of 
bullying. Being shut out of the companionship at work and essentially having all 
attachments with work colleagues cut off will have an impact on how the victim relates to 
people in their surrounding (Williams et al., 2000). The workplace is an important part of 
the person’s life, and experiencing this type of rejection is likely to have a very serious 
impact on the person’s belief about others. He/she may be very reluctant to form new 
relationships with people, as he/she may be expecting aggression from people in his/her 
surroundings. This is important to remember when giving therapy. It may thus be 
difficult to form a relationship with the client, as he/she may find it difficult to trust 
others. As it is common for victims of bullying to be met by scepticism when trying to 
alert others to their situation the client may expect to face the same incredulity in the 
therapist. This may then result in the client feeling defensive and reluctant to open up 
about difficult experiences. The difficulty in forming a relationship with a client who has 
experienced bullying is an important point. But it is possible to turn this challenge into a 
possibility. By sensitive and containing work to establish the therapeutic relationship, 
once in place this relationship can then be used to model a healthy attachment. 
Experiencing this type of secure attachment can then be used as secure base from which 
to explore new situations and eventually form other secure relationships in their work 
environment. The therapeutic relationship thus takes a reparative role. In forming the 
therapeutic relationship it is important to make sure that it includes what has been missing
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from the maladaptive relationships in the workplace. Examples of this may be trust, 
stability, and congruence. It also important that the client feels believed and that the 
therapist conveys an unconditional regard for the client. Including these factors is of 
therapeutic benefit as this will give the client a feeling of safety and show that the 
therapeutic environment is opposite of the hostile workplace environment.
Since it may take some time to build up a therapeutic relationship, one should keep in 
mind only to challenge the client in very sensitive ways early on in therapy when the 
therapeutic relationship may still be fragile. If challenged in an insensitive manner the 
client can easily feel rejected and may return to previous coping patterns of not showing 
emotions. On the other hand, if challenging is done when the therapeutic relationship has 
been allowed to grow strong, this will model a healthy relationship where it is possible to 
be challenged without being rejected as a person.
As there may be issues with the client’s self-esteem it is important to model a healthy 
relationship in order to show the client that not all people will behave towards the client 
in the way that the bullies did. If the client then is able to trust the therapist this secure 
type of attachment and trust will hopefully generalise to other situations and 
environments.
A last point to remember is that space must be allowed for the client to express anger and 
finstration. There will be a lot of anger built up by the unjust treatment one has received, 
and strong feelings of fi-ustration with being trapped in this extremely uncomfortable 
situation stemming from the imbalance of power that characterises bullying (Olweus, 
1999). One of the few possibilities of fighting back is for the victim to hide how badly 
the harassment is affecting him/her. In this way the victim forces him/herself not to show 
emotions at the workplace. He/she may also be ashamed to show emotions such as crying 
and being angiy in response to attacks in front of colleagues who are not taking part in the 
bullying.
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It is also common for victims to experience shame (Lewis, 2004). The shame felt reflects 
how victims blame themselves for the bullying. The difficulty in understanding why they 
were targeted and why the harassment started can leave the victim feeling that they were 
the one to blame. This shame makes it very difficult for victims to approach therapy in 
the first place, or ask for any other type of help. The shame is self-destructive in that it 
increases the distress for the person, while at the same time preventing him or her fi*om 
soliciting help. One of the consequences for this is that the therapist has to be alert when 
having therapy with clients as a client who has a complaint unrelated to bullying may 
have experienced aggression at work but may be unwilling to disclose this.
Being used to not showing emotions will of course lead the client to being very 
incongruent about his/her feelings. This type of incongruence itself may be very stressful 
(Barrett-Lennard, 1998). It is easy that this type of defense against the bullying becomes 
perpetuated and used in other situations too (Bennett, 2003). Another reason for the 
importance of expressing emotions is that some people who have been bullied develop 
post traumatic stress disorder (PTSD) (Tehrani, 2004). Recent researchers have argued 
that PTSD is due to insufficient emotional processing (Rachman, 2001). For these 
reasons, one of the tasks in therapy is to encourage the client to display bottled up 
feelings openly. This can be achieved by establishing a strong therapeutic relationship 
and creating the therapeutic environment as a safe space. The client can then use the 
therapy as a place to openly express all the anger, fimstration and other feelings they 
experienced. This may give the client relief and help decrease dissonance they may have 
felt due to the emotional incongruence displayed in their working environment (Barrett- 
Lennard, 1998).
Thus, these are a few recommendations for working with clients who have experienced 
workplace bullying. Together these aim to provide the client with a suitable therapeutic 
environment where he/she can feel safe and understood, and where a constructive process 
aimed at helping the client regain self-esteem is undertaken. The identification of the 
complex factors undertaken at the assessment is at the core of this. On this can then be
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built the investigation of effects on different types of self-esteem. This is followed by the 
constructive part of the therapeutic process; the interventions targeting certain types of 
self-esteem in order to improve these and the work involving the strengthening of the 
therapeutic relationship.
[Ifeel that while undergoing the enormous process o f reading, comparing and processing 
the material anew by shaping all the little building blocks into a converging whole, I  have 
increased my understanding o f the material bit by bit. My assumptions at the outset 
about both bullying and self-esteem as something concrete have changed. While 
researching I  came across so many complexities that it changed the way I  had previously 
looked at them. One o f the main things that I  have learnt from this is to look at these 
issues and other topics in a less absolutistic way, more open to subtleties. This is 
important in my practice with clients I  feel, as there will rarely be a client presenting with 
a well-defined, textbook case o f bullying for instance. Maybe then by listening for little 
clues and understanding that there may be many types o f bullying I  can understand what 
the client is going through.]
Conclusion
Having viewed the last section in the review on implications for therapeutic practice it is 
now time to conclude. This paper began by investigating the phenomenon of bullying. It 
was noted that adult bullying tends to use indirect aggression, thus utilising sophisticated 
cognitive strategies to inflict pain in the target (Bjorkqvist, et al., 1992). It was also noted 
that workplace bullying employs a variety of denigrating behaviours such as verbal 
aggression, ostracism, denied promotions, impossible workload, etc (Einarsen, 2000).
The existence of such a wide spectrum of bullying behaviours may make it hard to 
identify.
This is where the second theme of the literature review comes in. Although bullying may 
be difficult to identify, one of the important aspects is the impact it has on the target. In 
this review the focus was on the self-esteem. It was found that the traditional idea of self­
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esteem as a unitary concept could be rejected. Evidence instead spoke in favour of self­
esteem having various components. Although this paper was guided by Vallerand, 
Pelletier and Gagné (1991) who proposed three subscales comprising cognitive, social 
and physical self-esteem, there were findings of other types of self-esteem such as body- 
esteem for instance (McLauren & Gauvin, 2002), suggesting that there may be a great 
number of components, and that further research may be needed regarding exactly which 
components exist.
Following this, the two main themes of the review were brought together in the section 
regarding effects of bullying on self-esteem. Two types of bullying were used as 
illustration; ostracism and verbal aggression. It was found that while ostracism had a 
negative impact on social self-esteem (Gruenewald et al.,2004), verbal aggression could 
have an impact on either cognitive or physical self-esteem, depending on its usage 
(Mitchell et al., 2002). By looking at these two aspects it was intended to demonstrate the 
different impacts these distinct types of bullying have on self-esteem. Neither bullying 
nor self-esteem are unitary concepts and it is important to understand that the interaction 
between them is complex. Looking at bullying as a whole and self-esteem as a whole 
provides a simplistic explanation which will not be of great use in understanding the 
situation for the victim and consequences for the victim.
This point links with the implications for therapeutic practice. It was important to bring 
attention to the existence of various types of self-esteem in order to allow for therapeutic 
interventions adapted to the individual need of the client. This would not be possible if 
having an understanding of self-esteem as being a unitary construct. Furthermore it was 
recommended to perform an extensive assessment in order to make informed 
interventions and to pay particular attention to the therapeutic relationship. Although 
difficult to establish due to the rejection the client has already experienced in bullying, the 
therapeutic alliance may take on a reparative role and be fruitful in modelling healthy 
attachment in the future.
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Lastly, while the attention in this review has been dedicated mainly to the target of 
bullying, the author notes that there is a gap in the literature with regards to the impact of 
bullying on bystanders. As bystanders have to face a similar hostile working environment 
as victims, they too have been shown to be negatively affected by this. But there has 
been no research es how to stop it, nor how to best help bystanders with psychological 
therapy.
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